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Abstract
The aim of this investigation was to monitor attitudinal changes of staff and students 
participating in undergraduate professional programmes to the implementation of shared 
learning over a four-year period. The programmes being studied were the BSc. 
Occupational Therapy, BSc. Diagnostic Radiography and BSc. Therapeutic Radiography 
Honours degrees. Each validated programme contained some syllabus areas that were 
taught together i.e. were shared across the professions.
Initially, after a review of the existing literature on this issue, a questionnaire was 
designed as a research tool to enable both qualitative and quantitative data to be collected 
and analysed. The quantitative sections of the questionnaire were checked for reliability 
throughout the four years and achieved positive Cronbach Alpha results ranging from 
.7083 to .8984 in the four main concepts under investigation, namely the Pitfalls, 
Benefits, Curriculum Aspects and Social Aspects of the shared programmes.
Over the four year period a total of 418 student questionnaires were collected and 
analysed.
In addition to the quantitative data collected, qualitative data were also collected from the 
questionnaire from extracts of the minutes of Course Committee and Examination Board 
meetings and from videos of tutorials and seminars. All of these were analysed.
The results showed fluctuations in the attitudes of both staff and students to shared 
learning over the four year period, but all those who participated showed a net 
favourable change in attitude by the end of the research investigation.
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Terminology
In the literature, the issue of shared learning is beset with difficulties concerned with 
terminology. For example, the words multi-professional, inter-professional, inter­
disciplinary, multi-disciplinary etc, are frequently used and interchanged in an often 
confusing manner. In some ways, the erratic usage of these words can be blamed upon 
some of the “professionals” themselves. Such people reserve the use of the word 
“professional” for those disciplines with a recognised “Professional Body” responsible for 
awarding professional, state registered, status to students who gain a specific 
qualification, after successfully completing a programme of study ratified by the 
Professional Body itself ie. to a Radiologist, a Physiotherapist, an Occupational Therapist, 
a Doctor, etc, etc,.
As, currently, there is no such recognised “Professional Body” for social workers, ie. 
there is no state registration required for social workers,, the word “discipline” is often 
used instead of the word “professional”. (It should, be noted that social workers do have a 
Council called “The Central Council for Education and Training in Social 
Work”(CCETSW) that is often considered to be their “professional body”, and the Privy 
Council is at present considering the issue of state registration for social workers).
The frequent interchange of the words “multi” and “inter” does not appear to have any 
basis for the misusage that can be seen in the literature. It seems to be related to a 
misunderstanding of the true meanings of these prefixes or to careless usage.
Finally, the words “patient” and “client” also seem to be regularly interchanged or, in 
some cases, one is preferred to the other, depending upon the user!
For the purposes of this thesis a simple glossary of the particular words used in the thesis 
is provided below.
xiv
The terminology is adopted on the grounds that:
a). to continue to differentiate between social workers and the others involved in 
health care by referring to social work as a discipline and all other areas of work 
as professions, merely serves to encourage the existence of some of the barriers 
identified as being responsible for preventing shared learning taking place,
b). it is important for all involved to recognise the difference between the prefixes
multi, inter, uni etc, |
c). in most cases of health care where the user of the service is ill the word “patient” 
should be used. Where the service-user is well, (eg. a pregnant woman going for 
regular check-ups, a fit person going for a health check or a routine screening 
session etc), the word “service-user” should be used. The word “client” is not 
perhaps acceptable in either situation - considering its much more common usage 
in the business sense!
i
It must, be noted that:
/
i. where specific terminology has been quoted from other work, it has been lefti
unaltered, I,!
ii. the use of the word “patient” or “client” has been retained where “service-user” 
would seem to be rather inappropriate eg. Out Service - User Department!
The definitions for the terminology used in this thesis are presented in Table 1 below:
XV
Table 1: Definitions and Terminology
P rofession
D iscip line
P rofession a l B ody  
P rofession a ls
M u lti-p rofession a l
M ulti-d isc ip lin ary
In ter-p rofession a l
In ter-d iscip lin ary
U n i-p rofession al /U n i- 
d iscip linary
=  A broad construct where the award or qualification is made by a 
professional body e.g  lawyer, accountant, radiographer, etc.
=  A broad construct within certain subject boundaries e .g  science, 
arts, geography, environmental science, engineering etc where 
there is no actual professional body awarding a qualification.
= A  recognised health or social care accrediting body.
= W hen referring to a set o f  students or individuals studying
towards, or who have gained, a qualification recogn ised  by a 
p rofessional body e.g  occupational therapy or social work.
=  When referring to two or more sets o f  students or individuals 
studying in a group together but where lim ited  in teraction  
takes place. A ll the students/individuals are studying for, or 
have gained, a qualification recognised  by a p rofession a l 
body.
= When referring to two or more sets o f  students/individuals each  
o f  a different discipline (defined above) studying in a group 
together, but where there is lim ited in teraction  b etw een  the  
discip lines and no professional body recogn ition .
= When referring to two or more sets o f  students/individuals 
studying in a group together, but where sign ifican t in teraction  
takes p lace, and where all o f  the participants are studying for a 
qualification recognised  by a profession a l body.
=  When referring to two or more sets o f  students/individuals 
studying in a group together, where sign ifican t in teraction  
takes p lace, but where one or more o f  the participants is 
studying for a qualification not recogn ised  by a p ro fession a l 
body.
= Where only one profession or discipline is involved.
xvi
The distinctions in Table 1 comply with those of Barr and Waterton (1996) who state 
that:
“Effective inter-professional education ——  promotes inter-professional collaboration; 
encourages professions to learn with, front and about one another; enhances practice 
within professions; respects the integrity and contribution of each profession and 
increases professional satisfaction ”,
The terminology above also agrees with that given by Leathard (1994) who used the 
terminology as presented in Table 2 below:
Table 2: Leathard’s Terminology
C oncep t B ased S u ggestions P rocess B ased  Suggestions A gen cy  B ased  Su ggestion s
M ulti-p rofession a l; M u lti­
d iscip lin ary; In ter-d iscip linary; 
T ran s-d isc ip lin ary .
Joint working; Joint planning; Shared 
learning; Partnership; Collaborative 
care planning; Joint learning.
Inter-agency; Trans-sectoral; 
Inter-sectoral; Cross-agency; 
Inter-institutional; Healthy 
alliances.
H olistic; G eneric. Integration; Inter-related; Bonding; 
Common core; Merger; Teamwork.
Confederation; Centre; 
Consortium; Com m ission; 
Federation; A lliance.
An interesting terminology has also been proposed by Hewson and Sim’s (1998) and this 
is presented in Table 3 below:
Table 3: Hewson and Sim’s Terminology
U ni-d iscip lin ary Feeling confident and com petent in on e’s own discipline.
In tra-d isc ip lin arity B elieving that you and fellow  professionals in your own discipline can make an 
important contribution to care.
M u lti-d isc ip lin arity R ecognising that other disciplines also have important contributions to make.
In ter-d isc ip lin arity W illing and able to work with others in different disciplines in the joint 
evaluation, planning and care o f  the patient.
T  ran s-d isc ip lin arity M aking the comm itm ent to teach and practice with other d isciplines across 
traditional boundaries for the benefit o f  the patient’s immediate needs.
It is interesting to note that Hewson and Sim (1998) terminology would be in keeping 
with Barr and Waterton’s 1996 statement if the word professional were to replace 
discipline.
Finally, it must always be remembered that the professional bodies for each profession 
were, (and still are), charged with ensuring that the education of each profession was, 
(and still is), structured to provide both the theoretical and practical skills necessary for 
the qualifying practitioner to be “competent to practice in that particular profession 
This remains true, regardless of the manner in which they are taught or the terminology 
currently in vogue.
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PARTI
HISTORY AND CONTEXT
INTRODUCTION
In 1992, when this current research investigation was first conceived, the Government in 
the UK had already been advocating the value of shared learning/teamwork to the 
professionals within the National Health Service (NHS) for almost thirty years (Chapter 
1, Appendix A). It is clear that the Government saw this as a means of providing better 
care for the service-user as well as a way of reducing costs. In contrast, the professions 
and professionals themselves perceived the sharing involved in this type of teamwork as a 
way of eroding their professional base. They believed that, eventually, several generic 
workers could be employed instead of the professionals themselves and so resisted the 
challenge of sharing information in teams and, at the same time, sought to protect their 
own individual professional base.
As a result of the initial negativity shown by these health care professionals the concept 
of shared learning/teamwork, which had long been heralded as the way to ensure "best 
working practice", was not reaping the envisaged rewards (Scott-Wright 1976, Rogers 
1991). This situation was not helped by the fact that health care professionals in the UK 
had each, traditionally, received their initial pre-registration/undergraduate education and 
training in single, mono-disciplinary programmes with no sharing of information 
involved. Since the 1980s, however, several institutions across Europe did take on-board 
the challenge of multi-professional education (Goble, 1994; Areskog, 1995 ), initially at 
post-graduate level (Elliott and Elliott, 1972; Horder 1989; Goble, 1991; Areskog, 1995:) 
and then, later, on undergraduate programmes. All had problems of one sort or another, 
especially at undergraduate level.
In 1989, a series of White Papers, "Working for Patients" was introduced (DoH, 1989). 
One of these, "Working Paper 10", dictated that health care professionals should no 
longer be educated within the Health Service itself. Instead they should be educated in 
Institutions of Higher Education, so that the Health Service could concentrate on the 
needs of the service-user rather than on the education of the health care professionals.
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This move into higher education, which could be seen as a means of more easily enabling 
shared learning to become a reality, did in fact bring additional stress. Within higher 
education itself, degrees were considered to be the ultimate qualification whereas for 
many health care professionals a degree was not a registerable qualification required by 
the individual Professional Body concerned. So, if the degree was to be the desired 
qualification, how would the practice components, essential to any educational package 
that the health care professional undertook, be incorporated and what would happen to 
the health care professionals without degrees once the new professionals with degrees 
started work? Also, the teachers (now called lecturers!) of these new health care 
professionals felt an even greater pressure! If the health care professionals they were 
educating were to have degrees, surely there would be a need for these new lecturers 
themselves to obtain higher degrees! (Forman and Gallop, 1991).
Despite their obvious reservations, the health care professionals, both new and old, had 
no alternative but to accept the dictate of "Working Paper 10" (DoH 1989) and so the 
education of the health care professionals was transferred into higher education.
In observing the developments which then had to take place in the Higher Education 
Institutions, these former teachers (now lecturers) of the health care professionals, who 
by the start of the 1990s were working in higher educational establishments, alongside 
other professionals, saw no threat to their professional status by developing post­
graduate multi-professional courses. These courses, however, required those already 
qualified practitioners to re-examine their contribution to the service-users and to learn 
more about the contribution of the other professionals with whom they came into contact! 
(A feature which was to come in useful when the implementation of shared learning into 
the pre-registration courses was considered at Derby).
In considering the fore-going information, it becomes most apparent that the introduction 
of shared learning into the education of health care professionals poses management 
problems and that any new managers would immediately be faced with managing a huge 
process of change. Obviously not all of the changes could be achieved at any one time. 
Each stage would need to be carefully reviewed and examined before the next step could
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be taken and, more importantly, the emotions and attitudes of the staff and students, 
throughout the change process, would need to be very sensitively considered.
In 1991 in the Derbyshire College of Higher Education, an Institute of Health and 
Community Studies (later to become the School of Health and Community Studies) was 
formed. This contained programmes of study in social work, and youth and community 
studies, and was later joined by programmes from the Health Service in pharmacy and in 
post-registration nursing. In addition, five Schools of Radiography (one diagnostic and 
one therapeutic radiography from Leicester, one diagnostic and one therapeutic 
radiography from Nottingham and one diagnostic radiography from Derby), which had 
existed on different sites over a distance of 40 miles, were merged on two sites (one in 
Nottingham and one in Derby) and became part of the Institute. Also, a long established 
School of Occupational Therapy in Derby was integrated into the Institute and hence into 
the University. It is pertinent to note that this merger came about as a result of "Working 
Paper 10" and that it was not the choice of the staff of the individual institutions. 
Therefore, at this time there was, understandably, some resentment from the staff at being 
asked to work together.
Within this School of Health and Community Studies, however, multi-professional post­
registration courses were developed and running successfully in the early 1990s and 
included a "top-up" degree, which had been developed to allow existing practitioners to 
convert their diplomas to degrees.
By 1992, when this research investigation began, the single professional Honours degree 
programmes for Occupational Therapy, Diagnostic Radiography and Therapeutic 
Radiography had already commenced. Each programme had been designed to integrate 
the theory and practice elements necessary for each profession and each programme had 
been approved by the appropriate individual Professional Body and by the Privy Council 
as state registerable qualifications. Each programme of study, however, operated in 
isolation from every other. So, when each of these three pre-registration programmes 
was due to be revalidated at Derby, a decision was made to investigate which areas of the
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syllabi of the programmes could be shared. It was then agreed that students studying for 
the different individual professional qualifications should be introduced to shared 
learning in these common areas of study. It was apparent that merely grouping the 
students of the different individual professions together in a multi-professional group 
would not, per se, provide a mechanism for encouraging teamwork and understanding. 
As deduced from the above, in devising the programmes, staff were encouraged to 
consider a variety of teaching and learning methods which would encourage the students 
to share ideas and practices, thereby gaining an inter-professional educational basis for 
their studies. So in 1994, the programmes for the BSc Honours degrees in Occupational 
Therapy, Diagnostic Radiography and Therapeutic Radiography were validated together. 
With this background, therefore, any manager initiating the development of pre­
registration (undergraduate) programmes which would incorporate shared modules 
between the professions, would need to consider carefully:
(i) How the programmes were to be developed;
(ii) How staff and students were to be managed, particularly over a number of sites;
(iii) How, once the programmes were developed, a process of monitoring could be 
established.
The main concern of the current research investigation was, therefore, the management of 
the introduction and monitoring of shared learning into the undergraduate degree 
programmes of health care professionals in the School of Health and Community Studies 
at the University of Derby.
The benefits that the introduction of shared learning/teamwork would provide for 
students themselves and, ultimately, for the service-users was never in doubt, but the 
management of the process of change by which the value of shared learning could be 
achieved was considered to be paramount.
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The more specific aims and objectives of the actual research investigation are presented 
below:
Aim and Objectives -
The main aim of the study was to:
Investigate the change in attitudes towards shared learning of staff and students over a four 
year period, focusing primarily on the benefits and pitfalls which other shared learning 
studies had identified.
Within this overall aim a number of objectives were also identified.
The objectives of the study were to:
i) Provide an updated review of the available secondary data
ii) Measure existing inter-professional attitudes
iii) Recommend strategies for minimising negative inter-professional attitudes
iv) Develop a reliable tool for measuring attitudes amongst professional groups
v) Produce an attitudinal questionnaire
vi) Establish whether positive attitudes were developed as shared learning progressed
vii) Evaluate the developments related to shared learning that emerged during the operation 
of the degree programmes
viii) Monitor the changes made to the degree programmes/courses
ix) Assess the attitudes to shared learning of (i) the students,
(ii) the staff, over the four year period of implementing the course
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In order to achieve these aims and objectives, within the context of managing the 
implementation of shared learning into health studies at Derby, the research investigation 
was devised and constructed in three main sections. This is reflected in the manner in 
which the thesis is presented, the three parts being as indicated below:
Part 1 History and Context which includes:
An historical overview: this considers the government papers which led 
to the need for joint courses and for the establishment of supporting 
bodies for the professionals and educationalists involved in shared 
programmes and practice;
A literature review: to establish the good practice that could be 
mirrored in managing the development of a shared programme;
The management and implementation of a shared curriculum: to
enable shared learning to take place between the undergraduate 
professions.
Part 2 Background and Methodology Used to Implement Shared Learning 
into The School of Health and Community Studies at the University 
of Derby which includes:
Curriculum design: this considers curricula models and outlines the 
considerations prior to validation.
Consideration of the methodology: this looks at how the attitudinal 
changes were to be monitored as the shared curricula were implemented.
The design of an attitudinal questionnaire: this included quantitative 
and qualitative aspects.
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Part 3 Results, Discussion and Conclusions which includes:
The analysis of the questionnaires: this looks at the quantitative and 
qualitative results from the questionnaire:
The monitoring of the minutes of meetings: to record changes which 
might affect the shared learning or might help to explain some aspects of 
the results obtained from the questionnaires;
Summary and discussion of the results;
Conclusions and recommendations.
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CHAPTER 1
OVERVIEW OF THE SITUATION WITH REGARD TO SHARED LEARNING IN 
THE HEALTH PROFESSIONS UP TO 1992
j
Since the commencement of this research investigation in 1992 and throughout the whole 
of the time spent on it, the concept of shared learning has become high profile (Lyon, 
1991; Funnell et al, 1992; Powell et al, 1994; Sandwell, 1994; Wilmot, 1995; 
Vanclay,1996; and Gorman, 1998). This has been evident not only in terms of health 
education (historically provided within the health service in a uni-professional way,) but 
also from a more general perspective within higher education. (Committee of Vice 
Chancellors and Principals (CVCP) 1996).
This introduction traces the history of shared learning, looking not only at developments 
in Great Britain but also in other westernised countries. It also explores some of the 
socio-economic changes which have impacted on its progress over the past three decades 
and considers some of the reasons for the current increased interest in shared learning.
The Changing Nature of the International Work Force and its Effects on 
Education
ij
One of the main aims of higher education has always been to provide a base from which 
students can develop skills enabling them to progress in their chosen career or profession.
In the early 1970s, questions were being asked about the education which various 
professional groups were receiving. This interest was across the board and not just 
related to the health professions. The view expressed around this time was that there was 
a requirement for a new kind of professional (Schein 1985 - see also Appendix B) and 
that professional education should be organised around new kinds of learning models.
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In fact Schein (1985) described how, on interviewing a Dean, the Dean stated that:
"it's not the role o f the architect that is obsolete; it’s the architects who are in it, and 
the way they define it as making a sculpture”.
The models advocated in the 1970s utilised a variety of learning styles, with overall aims 
which included more flexible preparation for a variety of career paths and which led to 
different degrees. For example, optional modules were included which would, according 
to Wilson and MacMurray (1974), deal with the professional’s ability to function as a:
generalist as well as a specialist,
member o f an intra or inter-professional team,
project manager o f intra or inter-professional teams.
Also at this time, 'problem-based learning' was introduced as likely to be part of the 
'solution'. Wilson and MacMurray (1974), perceived this problem-based learning to mean 
that as various professions were brought together to concentrate on a common problem, 
this would divert attention from the specialism that each discipline needed. Thus they 
saw this as placing more emphasis on the application of several problems, and less on the 
mastery of a specialism or particular discipline.
In the 1980s, with the development of Credit Accumulation Modular Schemes (CAMS), 
students were offered greater flexibility and choice in pursuing a variety of career 
pathways. For students pursuing a professional qualification, as well as an academic 
qualification, the modularisation of their courses meant that, whereas the same topic had 
previously been taught to each of the individual professions separately, the topic could 
now be taught to students of different professions working together.
The added advantage of doing this was that each profession would learn a little about the 
other profession as well as their own.
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Not all academics were keen on this idea, as is indicated by a view expressed by Wise et 
al as early as 1974, when in a statement about the attitudes of academics they stated that:
"The attempt to relate together entire fields does not help us integrate in a 
disintegrated world For i f  mastering one discipline is precarious how much more 
precarious to pretend knowledge o f two or three. Such an inter-disciplinary 
attitude is bound to meet the charge o f dilettantism, a charge which in this context 
seems largely justified "
An International Health Care Perspective
In a paper in 1984, the World Health Organisation (WHO) outlined the need for multi­
professional, inter-professional and multi-disciplinary * education, stating that the 
general purposes of multi-professional education were to:
“develop an understanding o f the role and relations o f other members o f the 
team in tackling a particular task;
develop common team attitudes through a common frame o f reference; 
develop common knowledge and skills; 
offer opportunities to solve problems o f common interest 
If these objectives were achieved, the WHO stated
"multi-professional education would improve the delivery o f health care"
Unfortunately, even now most health care practitioners are trained to function in an 
independent and autonomous way, so learning to work in a team is not easy.
Since the early 1970s, world wide concern has centred on the need to bring together the 
various health professionals in teams, although the focus of this "bringing together" has 
primarily been at post graduate or post registration level. (Leininger, 1971; Goble, 1991; 
andLeathard, 1994).
* See “Term inology” (page xvi) for definitions and term inology
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Investigation of the initiatives being undertaken across the world at this time enables an 
examination of the problems encountered and the measures which have been 
implemented to counteract them.
An American Perspective
In the U.S.A, it has been well-known for some time that bringing a health care team 
together requires each professional to consider his/ her approach in the context of what 
each of the other professions contribute to the service-user. (Davidson and Lucas, 1994; 
and Bent, 1996). It often requires them to overcome fears that someone else is trying to 
belittle their role or even take over their job.
During the 1960s, when the initial courses were set up in the U.S.A, the fears of the 
professions were overlooked and in a short space of time professionals, who had never 
really worked together before, were expected to develop the skills of working as a team. 
Needless to say the courses which did not look at the individual differences between the 
professions prior to the team building exercise were not successful. As Wise et al (1974) 
stated:
"It is naive to bring together a highly diverse group o f people and expect that, by 
calling them a team they will in fact behave as a team. It is ironic indeed to realise that 
a football team spends 40 hours a week practising teamwork for the two hours on 
Sunday afternoon when their teamwork really counts. Teams in organisations seldom 
spend two hours per year practising when their ability to function as a team counts 40 
hours per week!"
11
A Canadian Perspective
In a mid 1970s Canadian study, Spitzer (1975) alleged that the public was clearly 
indicating its dissatisfaction with the lack of humanistic or personal dimensions in the 
care it received, particularly at the hands of the medical professions. By the late 1970s, 
Canada saw allied health professionals demanding, and increasingly obtaining, greater 
authority in relation to service-user care. For example, physiotherapists could diagnose 
and administer treatment without the need for a doctor seeing the service-user first and 
then referring the service-user to the physiotherapist. This situation seems, at least in 
part, to be due to what was considered to be a cost saving exercise. This latter view 
would also seem to be supported by the fact that at this time provincial governments were 
providing incentives to explore alternatives that would reduce costs.
One alternative reported by Kindig (1969 - cited in Spitzer (1975)) - was to try to develop 
multi-disciplinary teams. He asked whether a team development experience would be 
more successful if the individual team members received some inter-disciplinary 
educational experiences during their initial professional education. Spitzer (1975) 
suggested that it would and that the ultimate products of such an educational experience 
would be students who would deliver better service-user care because of their knowledge 
of, and skills in, inter-disciplinary teamwork.
A European Perspective
In Europe, many post registration courses have been developed (Elliott and Elliott, 1972; 
Horder 1989; Goble, 1991; Areskog, 1995:). Such courses were developed to:
i) aid the formulation of health care teams
ii) overcome professional barriers and help to change the attitudes of 
the professionals taking the courses
iii) develop the academic staff teaching the courses.
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It is surprising that very few pre registration courses have been developed with these 
aims, a fact noted by Mackay (1995) who states:
"Positive attitudes to inter-and multi-disciplinary working are best engendered during 
pre qualification, before recruits receive the traditional view o f working."
Goble (1994) provides an insight into such a programme, which currently runs at the 
University of Bobigny, Paris, France. The course, which is of two years duration, 
concerns itself with students who are interested in a career in health sciences and 
provides them with an opportunity to discover which health care field suits them. The 
course is divided into units, some of which all students take, while others are specific to 
different categories of students.
With regard to shared learning at the pre registration stage, the best example is that 
developed at Linkoping University, Sweden, which is now world renowned for its 
development of an inter-professional programme. It includes SIX different professions 
namely:
• Nursing
• Occupational Therapy
• Physiotherapy
• Medical Laboratory Scientific Officers
• Medicine
• Social Care
With the exception of medicine, which has a five and a half year undergraduate 
programme, each of the others is three years in duration and leads to professional as well 
as to academic qualification.
The programme, which started in 1984, changed its teaching style from a model which 
had basic sciences during the first two years (and only thereafter allowing student doctors 
to actually see a service-user) to a model where doctors now learn with other 
professionals. The emphasis here is on the importance of early contact with the service- 
user and how important it is to develop communication and consulting skills in the early
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part of the course. Issues arising at an initial meeting between a service-user and the 
professional are the same, irrespective of the profession involved.
The programme was designed with an initial ten-week period involving all the 
professional groups together. Subsequent to this, inter-professional days/seminars wereI
held throughout the course, with problem - based learning sessions being a major part. 
The problem- based learning sessions involved students being given a case study 
appropriate to their level of study. They then looked at the service-user as an individual 
and not merely as a set of symptoms or problems. Following this, students related how 
each of them, in their professional role, participated in the welfare of the service-user.
In addition, shared modules/sessions were undertaken by multi-professional groups. 
These were formed from two, three or four of the professions. The extent of the sharing 
in this latter scenario depended on the subject commonality and the time-tabling logistics. 
This shared learning approach at Linkoping continues today and has been developed 
further to include multi-professional student groups working in a ward setting with 
service-users on a 'training ward'.
In 1980 the University of Limburg in Maastricht, Netherlands, started a programme 
which was called “Social Medicine”. The programme offered routes to graduation in 
nursing science, health education and health administration. Developments since this 
time have led to the current shared learning programme, jwhich has seven graduation 
options plus Masters programmes. A particular feature of the programme is the skills lab 
and clerkship model, which provides for multiskill acquisition. (Majoor, 1991).
The History of Shared Learning in the UK
The specialist nature of the roles of the various health care professionals is not, and was 
not, ever in doubt, but the roles have changed with time and these changes can in many 
ways be attributed to the government of the day and can be traced historically. This can 
be seen by a consideration of the table shown in Appendix A (Updated from Forman and 
Nyatanga, 1999) which shows the UK Government Acts and Public Reports that have
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affected health care delivery and the role of health care professionals since 1962. This 
was the year when the Hospital Plan for England and Wales was presented, in order to 
develop services which would help to forestall illness and disability by preventative 
measures.
As early as 1966 the GP Charter recognised the dichotomy that existed between the 
specialist and generalist roles within the professional health service but even then 
recognised the value of shared learning in its review.
It is now acknowledged (DoH 1997) and accepted across the whole area of health care, 
that the total needs of the individual service-user i.e the holistic view, is an essential part 
of health care. This trend towards the service-user being considered in a more holistic 
way can be traced back as far as 1971. These first moves, were being made only in the 
field of mental health, where it was made clear that staff, although allocated in 
accordance with their specialist skills, were also being required to collaborate, and to 
integrate their expertise in this holistic approach to mental health care.
It is also interesting to note that since 1971, it is the issues pertinent to individuals 
classified within some of the more specific fields of health care (i.e the mentally ill, child 
health, health of the elderly etc), that some of the major necessities, now recognised as 
needs across the whole area of health care, have been identified. These issues include the 
need for integration between the different services, for multi-disciplinary teams, for joint 
planning and joint committees, and for shared education and training (see Appendix A, 
1976b, 1979a, and 1984b).
Since 1971, the various governmental Acts and Public Reports have stressed the need for 
the major sections and services within the fields of health and social care, including the 
NHS, the DHSS (later DoH) and local government, to work together to provide better 
care for the individual and the community. Throughout the 1970s and 1980s, 
considerable emphasis was placed on the need for the contributing agencies to progress 
towards this goal and a considerable variety of ways in which it could be accomplished 
are identified.
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For example, considerable emphasis is placed upon the need for;
i) collaboration and co-operation between the various caring agencies, where the
sharing of information and concerns was expected to bring about the development
of links and more integration of the services.
ii) closer working relationships and partnerships
iii) an increase in teamwork, and multi-disciplinary work and services.
Such developments would also result in cost effectiveness by bringing about more 
efficient and effective measures in the use of resources. The various acts and reports also 
encouraged the setting up of joint planning teams and joint committees, with the 
anticipated development of the mutual benefits that would accrue from such joint 
ventures. These benefits would include: joint financing, management and administration, 
joint planning for care and priorities (both local and national), the sharing and allocation 
of resources and some shared/ joint training. The mid 1980s were particularly productive 
with regard to these initiatives and also included the need for some knowledge of, and 
respect for, the roles and responsibilities of other professions and disciplines, as well as 
the encouragement of some multi-disciplinary training and teamwork.
As stated previously, it was as early as 1966 (the GP Charter) that the general issue of 
“shared learning” was initially mentioned, and yet it was a further 10 years before shared 
learning was to become a specific concern again. This time, it was in response 
particularly to child health care where multi-disciplinary education and training were 
encouraged. Between 1976 and 1979 shared learning was often identified as being of 
some concern in one guise or another (ie. in the context of joint or shared education, or 
working). After this time (i.e the 1980s) shared learning, as an issue itself in the context 
of education and training, does not perhaps seem to have been a priority.
The issue of shared learning itself was raised again in the 1990s and it is surprising to 
note that even as late as 1996, the vision for the future of Primary Care was still one of
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“collaborative multi-disciplinary practice”; in 1997, the ambition of the NHS was and 
still is that of “multi-professional team development across the traditional boundaries 
of health and social care”; in 1998 “a First Class Service” continued to see the notion of 
partnership as aiding quality in the NHS and, bringing us right up to date, the 
Department of Health (2000) recently announced it had “long standing concerns about 
the way in which the NHS educates, trains and uses its staff’ and sought as its primary 
aim to encourage “team-working across professional and organisational boundaries”.
So, although the various governmental Acts and Public Reports from 1962 to the present 
can be seen to have influenced the introduction and development of shared learning over 
the last 38 years, their full implementation across the specific educational, health care and 
social care sectors of the UK is still awaited!
Appendix A undoubtedly shows that attention has been given to the ideas of co-operation 
and collaboration over the years and it is accepted that these are necessary and, in some 
cases, vital ingredients for the betterment of the service-user. Nevertheless, the problems 
that still seem to need to be resolved are those of inter-professional dynamics, culture, 
power relationships and their sensitive management.
In 1996 Spratley and Pietroni undertook a project at the Marylebone Health Centre which 
was sponsored by CCETSW. The project identified twelve emerging issues concerning 
aspects of inter-professional collaboration. Of these, four in particular highlighted the 
cultural differences and aspects of collaboration which needed management and 
leadership considerations. These are summarised below in Table 4.
Table 4: Cultural Differences
D ifferen ce  is 
d ifficu lt/d ifferen ce  is 
creative
Participants seem ed fully aware o f  their individual and professional 
differences and their different professional agendas. Inter-professional 
collaboration was seen as having a real dangerous possib ility  o f  turning 
different professional skills and identities into som e kind o f  “ porridge” . In 
contrast, inter-professional friction w as considered to be a healthy sign o f  
life  and a stimulant to active com m unication across real d ifferences.
L an gu age, cu ltu re and  
values
D iffering perceptions and descriptions o f  work and its priorities soon  
revealed how  language creates m eaning and professional identity right 
from die start o f  initial training. Professional language w as seen  as part o f  
professional identity, culture and values that could not be replaced w ithout 
replacing the professions them selves.
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L eadersh ip Skilled leadership w as seen  as im perative for inter-professional 
collaboration. One aspect o f  such skill was the ability to use the 
leadership style m ost appropriate for the situation.
T he n atu re o f  ideas  
ab ou t co llab oration
Participants felt encouraged by working collaboratively because it 
reassured them that their perceptions and problem s w ere shared. For 
instance, there w ere shared concerns about the policy  m otives for 
increasing inter-professional collaboration. It w as acknow ledged that 
there w ere often m istaken perceptions o f  the roles and skills o f  other 
professions and that this could have hindered attempts to collaborate.
It seems apparent that, despite the policies and rhetoric of inter-professional 
collaboration, changes still need to occur and to require appropriate leadership and 
management. These include:
• a change of attitude and inter-professional perception
• a change of value systems and beliefs about other professions
• a change towards mutual trust and less territoriality
• a change towards valuing the knowledge and skills of other professionals
The above are only examples of some of the obstacles that mitigate against inter­
professional co-operation and which must be attended to if, in the interests of the service- 
user, true co-operation is to be achieved. It must be remembered that, at the same time 
that the suggested increases in teamwork etc were and still are being encouraged by the 
government, the technological advances in health care have also been intense. Such 
developments have themselves placed more emphasis on the professionals to become 
more specialist in their chosen field, again emphasising the specialist/generalist 
dichotomy. In addition, health care professional staff have also been asked to take charge 
of the financial management of case loads (DoH 1990). An aspect for which none of the 
health care workers received training in their initial professional education.
It is not surprising that health care professionals, particularly, have perceived themselves 
to have been subjected to a confusing set of changes which have made them question 
where their priorities should be placed.
It probably goes without saying that shared learning at all stages of education and training
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would go a long way towards establishing the necessary full co-operation required. This 
has in fact already been acknowledged and identified by a number of agencies and 
eminent researchers, as will be reported later. Table 5 below is presented as a list of 
some of the more important initiatives in this area and shows how shared learning, as an 
element of inter-professional co-operation, appears to have been taking shape since 1986. 
This was the year when the first body to become involved in promoting the concept of 
shared learning, the European Multi-professional Network (EMPE), was established.
Table 5: The Evolution and Promotion of Shared Learning. (See Forman and
Nyatanga, 1999)
Name of Forum or Body Stated Purpose Descriptor of Main Activities
European Multi­
professional Education 
Network (EMPE) 
founded 1986.
T o promote the concept o f  
m ulti-professional education in  
health sciences through the 
facilitation and exchange o f  
information, personnel and 
experiences.
♦  H olds an annual conference.
♦ H olds a data base o f  members.
♦  Provides an annual new sletter for 
members.
Centre for the 
Advancement of Inter­
professional Education 
(CADPE), founded 1987.
To facilitate contact and the 
exchange o f  ideas and 
information betw een individuals 
and organisations involved w ith  
inter-professional education.
♦ Holds databases on shared learning.
♦ H olds lists o f  publications and  
research projects.
♦ Organises seminars and conferences.
♦ H ave regional networks.
Interact, founded 1987 in 
Scotland.
To provide an inter-disciplinary 
forum  for consideration o f  
relevant issues in health and 
social care settings.
♦ Organises conferences and 
networking m eetings.
♦ M aintains an active m ailing list.
Anticipatory Care 
Teams Act 1987.
To promote team  working in  
primary care.
♦ Organises conferences and produces 
resource materials.
♦ Improve the health o f  the 
population.
Health and Care 
Professions Education 
Forum founded 1989.
A  forum to share com m on  
concerns and to develop  
perspectives on m ulti­
professional health and social 
care.
♦ Produces a directory o f  educational 
institutions in the professions allied  
to m edicine.
♦ Organises conferences.
National Primary Care 
Facilitation Programme 
founded 1990.
To develop the role o f  the 
primary facilitator.
♦ Organises training events.
♦ Produces new sletters for members.
♦ Undertakes publicity and prom otion  
work.
Nurse Education 
Tomorrow (NET) 
Conferences founded 
1990.
To offer an international 
participative annual conference 
to discuss theoretical and 
practical issues in health care, 
including shared learning.
♦ Organises an annual international 
participative conference for nurses 
and other health care professionals.
♦ Offers a forum for exchange o f  ideas 
throughout the year by u sin g  the  
Internet.
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The Alliance of Primary 
Care founded 1992.
T o share information am ongst 
mem bers and to have a shared 
vo ice  on matters o f  com m on  
interest.
♦  Shares information through relevant 
publications.
♦ Expresses the collective v iew  at 
national level, and lobbies and  
cam paigns as appropriate.
Royal College of General 
Practitioners (RCGP) 
founded 1992.
To im prove services through 
better inter-professional 
learning and work strategies.
Created five fellow sh ip s to promote 
m ulti-professional team  w orking in,
♦  Learning disability.
♦  P hysically  disability.
♦  M ental health.
♦ Childrens’ health.
♦ The elderly.
Health Education 
Authority Primary 
Health Care Unit 
founded 1992.
To encourage and support local 
health prom otion initiatives.
♦  Organises training programmes.
♦ Sends out new sletters to members.
♦ Sends out resource materials 
appropriate for health prom otion  
workshops.
Standing Conference on 
Public Health founded 
1992.
To strengthen the alliance o f  
health and social care 
professionals and to 
dissem inate know ledge and 
good practice in public health.
♦ Carries out m ulti-professional 
education.
♦ Carries out research to inform  action  
and practice.
♦ Lobbies and cam paigns on relevant 
issues.
Reflections on Table 5
It can be seen from Table 5 that active involvement with shared learning by different 
professional groups has been evident since 1986 and that there was a proliferation of 
interest in the establishment of a number of bodies concerned with shared learning over 
the following 6 years. It can also be seen that since 1992 there have been no new groups 
formed in the UK specifically for the sharing of inter-professional philosophies. It is 
interesting to note, that Lazarus et al (1998) report that in South Africa although health
i
issues are very different, inter-professional developments are being taken just as seriously 
and seven new partnership arrangements have been developed. In fact, the report outlines 
how three of the seven have developed the same educational objectives. When the 
developments outlined in Table 5 are examined against the political and economic 
imperatives outlined in Appendix A, it becomes clear that shared learning, in one form or 
another, is being encouraged by all the relevant agencies involved.
So, why is it still taking so much time to become established within the educational and 
training environments?
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It could be that the cost involved in providing the ideal learning environment for these 
shared learning initiatives is the issue. The most obvious deterrent, however, seems to be 
resistance from the professionals, and such resistance is generally directed towards inter­
professional collaboration.
Hornby (1993) talks of several defensive strategies that are used by professional groups 
in order to cope with the anxiety engendered by the need to collaborate. For instance, 
Hornby uses the phrase “withdrawal defence”, to denote a commonly used strategy 
whereby professionals create a seemingly legitimate excuse for not collaborating with 
professionals from a different profession. For example, a general practitioner (GP) using 
withdrawal defence is cited by Hornby as saying that he in principle believed in an 
holistic approach to his patients’ care but would not be so arrogant as to think that he 
would be able to carry out all the work that this would entail! It should be noted that he 
could not put into practice such an approach in a way consistent with the ideals of good 
patient care. While recognising his own lack of skill, the GP seemed to fail to realise that 
there are other professionals with the skills essential for holistic care who could be used 
in caring for his patients.
Earlier, Menzies (1988) had also identified institutionalised professional defences in her 
study of nurses at a large teaching hospital and it is well known that the institutionalised 
defences of any profession will hinder the development of a mature attitude to any 
collaborative work, including shared learning. At an individual level, Menzies argues 
that the defence mechanism can operate as a self contained entity and that it can lead to 
repression of emotion which in turn can lead to such symptoms as headaches and stress- 
related illnesses. Hornby (1993) also talks of “trans-boundary defences” which are 
associated with gate-keeping and seeing ones own professional group as unique. It is 
these personal inter-professional prejudices which must be removed if true shared 
learning is to be a practical possibility.
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Conclusion
Across the world and in a variety of health care settings, various initiatives have been 
undertaken to bring health care groups together in multi-professional and inter­
professional settings. (Barber, 1979; Engel and Clark, 1986; Majoor, 1991; Barr, 1994; 
Areskog, 1995; and Gorman, 1998).
Evidence of the UK governments support on inter-professional ways of working is 
demonstrated by the number of acts and reports since the 1960’s (Forman and Nyatanga 
1999, see also Appendix A). A variety of organisations have also been formed to 
promote inter-professional education and practice (Forman and Nyatanga 1999, see also 
Table 5).
The management of this shared learning would seem to require both a top down and a 
bottom up approach. It is unclear whether the interest in shared learning is as a result of 
trying to improve practice, or is an attempt to reduce costs. Whatever the reasoning, most 
of the developments have been in the post qualifying arena.
In general, the literature concerned with shared learning makes reference to, and 
acknowledges, professional barriers, the fears of losing professional identity and the 
overall insular attitudinal dimension to the issue, as being responsible for the slow 
progress made in the area of shared learning.
The evidence presented seems to demonstrate that there is a definite need to consider the
issues itemised below before introducing shared learning:
i) the form that the shared learning should take in order to become an integral part of
initial pre-registration training within the health care sector;
ii) the careful consideration of the existing perceptions of the professionals 
themselves, the professional bodies, the teachers and the students and
iii) there should be sensitive and effective encouragement for its introduction.
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Chapter 2 examines, in detail, the problems of managing such changes, in order to 
prepare for the implementation of shared learning.
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CHAPTER 2
MANAGEMENT OF THE CHANGE TOWARDS SHARED LEARNING
It could be argued that, given the wealth of publications on the changes occurring 
within the health service, the conference forums and the networking, the reasons why 
the change towards shared learning was necessary, were already well known. After 
all, since 1966 governmental Acts and Reports have been reviewing shared learning 
and have constantly identified the need for collaboration and better communication 
between the professions. The aim, it seems, was to break down the barriers between 
the professions and to promote sharing and working together, in order to improve the 
care of the service-user.
Understanding the main obstacles which could prevent the change and acquiring 
the tools to enable professionals to make the change have been more problematical, 
while managing the change necessary to build inter-professional practice is even 
more difficult. In fact, Rusnack (1977) likened it to “climbing a granite mountain”. 
So, a manager considering the history of the approaches to shared learning and the 
barriers that exist between the professions would be right in challenging how the 
process of change has been managed over these years.
Managing change is usually considered to have three stages. These being the three 
stages of the model proposed by Lewin (1951) and modified by Schein (1985). These 
are:
i) Unfreezing the existing behaviour (gaining acceptance of the need to change)
ii) Changing the behaviour (adopting new attitudes and modifying behaviour)
iii) Refreezing the new behaviour (carrying out the new behaviour and monitoring 
it).
The changes which have impacted on the Health Service are evident from the 
Government Acts and Public Reports given in Appendix A. These changes have been 
progressive in nature and it seems that although the intention of the Acts and Reports 
was to encourage multi-professional and inter-professional working, this has not been 
implemented. So, although some unfreezing and some encouragement to change 
behaviour seem to have taken place, no re freezing has occurred!
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Of paramount importance to Lewin's model is an underpinning education, which 
ensures that staff involved in teaching the various programmes are themselves 
acquainted with why the change is necessary and that they have the tools to enable 
them to make the change i.e. they are taught how to work in teams and are given a 
greater understanding of the specific roles of the other professions involved.
There are many models for managing change but the very nature of change is often its 
unpredictability. Gunn (1978) considers a number of models of change but concludes:
" This article has approached the problem o f implementation, it fails in what might 
be regarded as a perverse way, by setting up an unreal model o f perfect 
implementation and then identifying equally unrealistic conditions which would 
have to be satisfied to achieve this theoretical state o f perfection. The best way to 
solve a problem, however, is to try to think it through as fully and systematically as 
possible."
Gunn’s (1978) systematic approach is summarised in Table 6 below, and in order to 
make the implementation of shared learning more manageable, it is important to 
adhere to the 10 issues identified.
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Table 6: Why Is Implementation So Difficult? (Modified from Gunn, 1978).
i. C ircu m sta n ces  ex tern a l to  th e  im p le m en tin g  a g e n c y  sh o u ld  n ot im p o se  cr ip p lin g  co n stra in ts .
ii. A d e q u a te  tim e  and su ff ic ie n t  reso u rces sh ou ld  be m ad e  a v a ila b le  to  th e  p rogram m e. (A
c o m m o n  reason  for  fa ilu re  is that to o  m u ch  is e x p e c te d  to o  so o n , e s p e c ia lly  w h e n  c h a n g e s  in
attitu d es or b eh a v io u r  are in v o lv e d ).
iii. N o t  o n ly  sh o u ld  there be n o  con stra in ts  in term s o f  o v era ll re so u rces  but, at e a ch  s ta g e  in th e  
im p lem en ta tio n  p ro cess , th e  required  co m b in a tio n  o f  reso u rces sh o u ld  be a v a ila b le .
iv . T h e  p o lic y  to  be im p lem en ted  sh ou ld  be b ased  upon  a v a lid  th eo ry  o f  c a u se  and e ffe c t .  
(P ressm an  and W ild a v sk y  ( 1 9 6 4 ) d e scr ib e  an y  p o lic y  as a " h yp oth esis  c o n ta in in g  in itia l 
c o n d it io n s  and p red icted  co n seq u en ces"  i.e , the ty p ica l r ea so n in g  o f  th e  p o lic y -m a k e r  is 
a lo n g  th e  lin es  o f  " if X  is d o n e  at tim e  t (I) then Y  w ill resu lt at tim e  t (2 )" ). S o  e v e r y  p o lic y  
sh o u ld  incorp orate  a th eo ry  o f  c a u se  and e ffe c t  and, i f  the p o lic y  fa ils , it m ay  b e  th e  
u n d er ly in g  th eo ry  that is at fau lt rather than the e x e c u tio n  o f  th e  p o lic y .
v. T h e  re la tio n sh ip  b e tw een  c a u se  and e ffe c t  sh o u ld  b e  d irect s o  that th ere  are fe w , i f  an y
in terv en in g  lin ks.
v i. T h ere sh ou ld  be a s in g le  im p lem en tin g  a g e n cy , w h ic h  n eed  n o t d ep en d  u p on  o th er  a g e n c ie s  
for  s u c c e s s  or i f  o th er  a g e n c ie s  m u st be in v o lv e d , th e  d e p e n d e n c y  r e la tio n sh ip s sh o u ld  b e  
m in im a l in nu m b er and in im p ortan ce. (W h ere  im p lem en ta tio n  requ ires n o t o n ly  a  c o m p le x  
se r ie s  o f  e v e n ts  and lin k a g es but a lso  a g reem en t at each  e v e n t a m o n g  a  large n u m b er  o f  
partic ip an ts, then  the p rob ab ility  o f  a su c c e s s fu l or e v e n  a p red ictab le  o u tc o m e  w ill  b e  further  
red u ced ).
v ii. T h ere  sh o u ld  b e  c o m p le te  u n d erstand ing  o f, and agreem en t upon , th e  o b je c t iv e s  to  be  
a c h iev e d ; and th e se  c o n d it io n s  m u st persist th rou gh ou t th e  im p lem en ta tio n  p ro cess .
v iii. In m o v in g  tow ard s agreed  o b je c t iv e s  it m ust be p o ss ib le  to  sp e c ify , in c o m p le te  d eta il and  
p erfect s e q u e n c e , the task s to  be perform ed  by  each  participant.
ix . T h ere  m u st be p erfect c o m m u n ica tio n  a m o n g , and co -o rd in a tio n  o f , th e  v a r io u s e le m e n ts  or  
a g e n c ie s  in v o lv e d  in th e  program m e. (E v en  to state th is co n d it io n  o f  p er fec t c o o rd in a tio n  is 
to  k n o w  that, lea v in g  a sid e  q u e stio n s  o f  d esira b ility , its a tta in m ent w o u ld  be a ll but 
im p o ss ib le  w ith in  and a m o n g  r e a l- life  o rg a n iza tio n s  w h ic h  are ch aracter ized  b y  
d ep artm en ta lism , p ro fe ss io n a lism  and th e  a c tiv it ie s  o f  m an y  grou p s w ith  th e ir  o w n  v a lu e s ,  
g o a ls  and in terests to  protect).
x . T h o se  in au th ority  m u st b e  ab le  to  d em an d  and ob ta in  p erfect o b e d ie n c e . (W h e n  
im p lem en ta tio n  in v o lv e s , as it o ften  d o e s , in n o v a tio n  and th e  m a n a g em en t o f  c h a n g e , th en  
th ere is a p articu larly  h igh  p rob ab ility  o f  su sp ic io n  and reca lc itran ce o f  ou tr igh t r e s is ta n ce  
from  a ffe c te d  in d iv id u a ls , grou p s and in terests , e sp e c ia lly  i f  in su ffic ie n t t im e  h as b een  
a llo w e d  for  ex p la n a tio n  and co n su lta tio n  or i f  a n y  p rev io u s e x p e r ie n c e  o f  ch a n g e  h a s b een  
unfortu nate. W e can n ot (and sh ou ld  n ot) h o p e  e v e r  to  be free  from  su ch  r e s ista n c e  b u t w e  
can learn a g o o d  d ea l ab ou t its nature and ab ou t th e  r e sp o n se s  o p en  to  us from  th e  s tu d y  o f  
in d iv id u a l, group , o rgan iza tion a l and p o litica l b eh av iou r . T h u s th e  p sy c h o lo g is t , s o c io lo g is t  
and p o lit ica l sc ie n tis t  h ave at least as m u ch  to  con trib u te  to  our u n d erstan d in g  o f  
im p lem en ta tion  a s h a v e  the program m e d esig n e r , n etw ork  p lanner and in form ation  sy s te m s  
a n a lyst).
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Many would argue that none, or very few, of the ten implementation categories 
outlined above have been hitherto thought through with regard to implementing 
shared practice amongst health professionals.
Two of the Main Obstacles to Shared Learning
i) The power base.
At the turn of the current decade, when the research for this thesis began, most of the 
professional bodies were setting their own uni-professional national examinations and 
each professional was expected to uphold the uni-professional standards set by their 
respective professional body, thereby effectively distinguishing one profession from 
another. Each profession was keen to hold on to its own power base!
A further power base also came in, in the form of the regulatory bodies, such as the 
Council for Professions Supplementary to Medicine (CPSM), which was charged by 
the Privy Council with safeguarding the interests of the service-user. Effectively, 
therefore, each profession was encouraged to regard itself as different, in fact, as 
unique. Each was educated to function both independently and autonomously. So, 
although it had been recognised for almost 20 years that collaboration and teamwork 
were essential for health care, not only were barriers still being built between the 
different professions but each profession had its own code of professional practice, its 
own professional ethics, its own philosophy on health education and indeed its own 
"culture".
ii) Cultural barriers
As early as 1976 Scott-Wright argued that inter-professional teamwork would lead to 
a fragmentation of service-user care and a waste of human resources. So, even at this 
time, the barriers between the professions were seen to be one of the reasons why a 
move towards inter-professional practice would be impracticable and costly. In 
addition, it could be argued that the lack of real inter-professional practice was a 
result of the reluctance of the professions to put the service-user in the centre of the
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arena rather than on the periphery, as well the failure to recognise the importance of 
the different professional cultures and the value that each could bring to inter­
professional practice.
The following table, Table 7, provides a summary of the cultural, organisational and 
management changes required, in an industrial organisation, as interpreted from 
Spratley and Pietroni (1996).
Table 7: The Organisation and Management of Culture in an Industrial
Organisation.
Inter-professional
Culture
Organisation Management
Address the mistaken 
inter-professional 
perceptions and 
stereotypes
Create collaborative 
working and give 
examples of good practice
In managing the situation, 
understand the basic inter­
professional differences as 
well as the similarities
Address the values, 
language and cultures of 
the different 
professional groups
Organise shared learning 
around real practice 
problems, in order to 
enforce inter-professional 
collaboration
Provide a safe 
environment for 
practitioners to express 
their anxiety and the 
perceived threats to their 
professional identity
Develop a learning 
culture of openness and 
critical self-evaluation
Organise inter-professional 
training opportunities that 
promote inter-professional 
thinking and behaviour
In planning shared 
learning, managers should 
take account of the 
different academic and 
professional requirements
Foster a culture of 
experiential and 
reflective learning
Organise managers and 
their training around 
shared learning priorities, 
since managers and 
individuals can make or 
break collaborative 
working
Funding should be 
prioritised for developing 
inter-professional shared 
learning.
Overcoming the Different Power Bases and Cultural Barriers to Bring 
About Inter-professional Education in Health Care
As outlined above, in 1996, Spratley and Pietroni examined the management of inter­
professional collaboration to overcome cultural barriers and to introduce teamwork
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into an industrial organisation. In addressing the cultural differences, it is clear that 
managers need to introduce organisational changes to refocus the disparate cultures 
and form a new culture. Table 7 was derived from an industrial situation but the 
factors affecting the culture organisation and therefore the management of the 
organisation would be true in any organisation. In a health care setting as well as in 
an industrial situation the norms of the culture of each profession, its language, 
perceptions and stereotypes need to be understood prior to the manager organising 
shared training opportunities to promote inter-professional ways of learning.
As each profession in health care has historically been educated in different aspects of 
health care and in isolation from other health care professionals, it is easy to see how 
separate and distinct cultures have emerged for each profession. So, each manager 
needs to take account of the different requirements of the professions and to 
remember that individuals can break collaborative working if not properly understood 
and managed.
As Kinnunen (1990) writes:
" The use o f cultural approaches in studying health care organisations is not 
something unique or new. Social values, norms, assumptions and their 
consequences for the behaviour o f health care personnel have been examined in 
several studies”
He cites Dunham and Weinberg (1960), and Menzies (1988), as supporters of this 
view.. However, it seems that none of them capture the differences in culture between 
health professions quite as effectively as the title of an article by Leininger (1976). 
The article states quite simply "Two strange health tribes: Gnisrun and Enicidem in 
the United States". Gnisrun and Enicidem being respectively Nursing and Medicine 
spelt backwards!
The idea of “tribes” can be taken a step further if consideration is given to how 
individuals develop a cultural awareness and a feeling of belonging. Sumner (1906) 
used the term “ethnocentrism” to describe the psychological phenomenon where a
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“ differentiation arises between ourselves, the we-group, or in group, and everyone 
else, the other group or out group. ”
Usually ethnocentrism is associated with the way a child develops a set of norms 
which are linked with the norms of his/her family and village (or tribe) and these 
norms give him a feeling of belonging. (Maslow (1954) might have described these 
norms as socialisation). Take a child out of a cultural norm of, say, living in an inner 
city area in London and place the child in the rural area'of Africa without his/her 
parents and the child will understandably be stressed. Eventually, the child will 
develop a new set of cultural norms, which enable him/her to survive and eventually 
flourish in the new culture. The same concept has been found to be true with adults. 
If the adult is in “control” of the move the adaptation to the new environment, 
although still stressful, can be quickly made. The notion of being in “control”, is 
crucial here, as the stress experienced in a move, which is not desired by the adult, 
would be very similar to that experienced by the child.
Recently Forman and Nyatanga (1999) outlined how the concept of ethnocentrism 
could apply to professions within the health service. The cultural norms in each 
profession have historically been acquired during training, where each profession has 
been trained separately. The norms and traditions of the profession are also endorsed 
by the professional body, and so a culture of safe guarding the professional norms and 
boundaries develops. Once qualified, the professional is encouraged to maintain these 
barriers by undertaking “continual professional development” in their own 
professional area. If the professional chooses to acquire the skills of inter­
professional working, although they may be subject to some peer pressure and may 
even have stresses associated with the change of culture, they will eventually adapt 
and gain a new set of norms. On the other hand, if the professional is forced into the 
situation of acquiring the new skills, natural resistances will be set up and the 
adaptation to a new set of norms may never occur.
What happens, therefore, if the norms which are presented to professionals’ during 
their training are those which are associated with working in a team of other 
professionals and adapting to a variety of situations with the fundamental goal of 
benefiting the patient? Obviously prior to entering training the student will have
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notional ideas of what a nurse or doctor does but these could be amended during 
training if the emphasis is placed on teamwork.
Acquiring the Teamwork Tools to Help Enable Organisations to Make 
the Change
Ii
If the government is to make a success of health care team working, it needs to ensure 
that health care professionals practise working in teams. The different professions 
need to work on a specific health care problem to produce a synergy i.e. a better
I
outcome from the team than would exist if all thej inputs of each individual 
contribution were added together.
It is perhaps best to commence any discussion about teamwork by defining it. A 
definition of “a team” by Rubin and Beckhard (1972), modified by Gilmour (1974) 
which is cited by Owens, Carrier and Horder (1995), and which has stood the test of 
time is:-
"A team is a group o f people who make different contributions towards the 
achievement o f a common goal". !
This definition might lead to the belief that teamwork would always be viewed in a 
positive light. This, is not always the case! Taking a sociological perspective, status,
power, authority and influence, wills and professional domains, decision-making and
/communication, are regularly seen as problematical areas for the team, as members 
often have their own agenda or professional identification to consider. Such issues 
must be forgotten in the interests of the service-user.
Hogg and Abrams (1988) indicate how important it is for team members to have a 
common goal, strong common values and confidence in one another’s ability if  they 
are to work effectively together.
Inter-professional collaboration, as described by Mackay (1995), requires a 
willingness to listen and hear what others are saying, and to have the bravery to stand 
aside from one's own professional group for the service-user’s benefit. This is
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necessary in order to find a means of working as a team and to not look for a reason to 
protect a personal professional role. It also requires continuing acknowledgement of 
the contribution which others have to make to service-user care. It could be argued 
that attempts to foster inter-professional working reflect a maturity of perspective. 
Unfortunately, as previously stated, health care teams often bring with them 
established prejudices and preconceived ideas of what the other professions will 
behave like, or even their appearance. Banta and Fox, (1972) give examples of this 
where nurses are quoting the characteristics of social workers as “wearing fantastic 
clothes”. In fact, one nurse is reported to have said that she:
" ... could not imagine one o f them (social workers) holding a baby dressed like 
that" !
Further examples included a description of the psychiatrists in the team as not being 
family-centred and doctors as being more clinic-oriented. Divisions even occurred 
between the different nursing groups, where Public Health Nursing and nurses in the 
Visiting Nurse Association were looked down on, as part of their duty was to 
write everything down".
The existence of these preconceived, prejudiced views was tested recently, when 
a small piece of personal research was conducted with a small group of 24 nurses at 
the Worcester College of Higher Education. Each nurse was given a card labelled 
with one profession eg:-
DOCTOR
NURSE
SOCIAL WORKER 
OCCUPATIONAL THERAPIST 
PHYSIOTHERAPIST 
PATIENT/OBSERVER
Each person was then asked to write down one sentence which he/she felt summed up 
the health care role to which the person on the card corresponded. The health 
profession to which the person belonged was not to be disclosed. Each participant was 
then to read his/her 'single sentence' to the group.
The "patient" was then asked to record the sentences given and to try to say which 
profession it was thought that the sentence was describing.
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Each patient then wrote the sentences on flip charts. What emerged were the stereo 
typical views in which the professions were held.
Doctors:
Gods of the health care professions 
Leaders
The ones who know it all!
Those with an overview of patient care 
They train for 7 years 
The ones with the power
Nurses:
Hand maidens 
"Ladies" with lamps!
The carers
Nightingale would be proud of these?
Lowest in the hierarchy
The most numerous of the health care professionals
Physiotherapists:
Energetic
Sporty
Interested in your muscles 
Know the art of manipulation 
Work with footballers 
Promote fitness and exercise
Social Workers:
Wear sandals
The prostitutes of the professions... paid to care for the inner well being 
Welfare workers 
Intruders in your home
Have the power to take children from families 
Never say black
Occupational Therapists:
Basket weavers
Help you get back to work
Creative
Work with the mentally and physically disabled 
Change an individual’s lifestyle 
Make collages
33
Interestingly the "patients", on reflecting on the exercise, felt they had done quite a lot 
of "waiting around, whilst the professions sorted themselves out". This was felt to be 
the usual experience of patients!
This notion of patients being bemused by the activities of the professions around them 
is particularly highlighted by Bowling (1983), and later by Bell et al (1993) who 
conducted focussed interviews with 70 patients. The study by Bell et al revealed that 
many patients saw themselves as being treated as “half witted”. The patients believed 
they were being a nuisance, were unimportant and lacking in value, and that they were 
rushed and not recognised as individuals.
In addition to the research by Bell et al (1993), the exercise outlined above has been 
repeated several times with groups of health/social care students, with similar results. 
Each time, the members of the group have realised that their own preconceptions of 
the other professions may well have inhibited their understanding of what the other 
profession really contributes to service-user welfare.
Category Accentuation
According to Tajfel (1969) the barriers outlined above can be described as category 
accentuation. Category accentuation is a process of assimilation and contrast that 
occurs whenever people or objects are grouped into separate categories. The categories 
then shape perceptions and attitudes. For instance, there is a tendency to judge people 
within the same category (e.g. doctors) as more similar (assimilation), and people from 
a different group (e.g. radiographers) as more dissimilar (contrast). This category 
accentuation is done to a degree that is believed to be greater than reality. The result of 
this is an increased perception of homogeneity within categories and distinctiveness 
between those categories. Pietroni (1996) reports on a study carried out with some 372 
social work, medicine and nursing students. The students from these professions were 
asked to compile adjectives that best described the three professions. The responses of 
the students are presented in Table 8 below:
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Table 8: Inter-professional Perceptions of Social Work, Medical and
Nursing Students. (Adapted from Pietroni (1996))
Social Work 
Students
Medical Students Nursing Students
Social
Work
Students
(statements)
Caring 
Overworked 
Scapegoats 
Health food 
consumers 
Guardian readers
Arrogant 
Beer drinkers 
Immature 
Rugby players 
Intelligent
Caring and hard
working
Unimaginative
Gentle
Female
Medical
Students
(statements)
2 CVs
Lesbians
Left wing
Self-opinionated
Intellectual
Caring
Underpaid 
Naive 
Arrogant 
Rugby players 
Heavy drinking 
Lazy
Chip on shoulder 
Hard working 
Overworked 
Underpaid 
Smokers
Nursing
Students
(statements)
2 CVs 
Vegetarians 
Caring 
Overworked 
Guardian readers
Arrogant 
Snobby 
Overworked 
Rugby players
Overworked
Underpaid
Caring
Apathetic
This type of study has been repeated many times with similar results, which indicates 
that clear characteristics are associated with each profession and so may well give 
greater understanding to the barriers which are formed between the professions. In 
contrast, Tope (1999) argues that many of these studies can be seen as “doctor 
bashing” and warns against this if inter-professional working is the goal. She reveals 
that significant numbers of doctors are attending inter-professional study days and 
therefore are demonstrating a desire to work in an inter-professional way. Tope 
outlines the genuine concern that doctors have with regard to the litigation which may 
occur if delegation in the inter-professional team is taken too far. It could be argued 
that the doctors are merely protecting the legal responsibilities as their domain, rather 
than encouraging appropriate skills being developed in other members of the inter­
disciplinary team. So, in order to break down the barriers between professions, to 
promote sharing, and to encourage working together and thereby improve the care of 
the service-user, it is imperative to be conscious of the barriers to making such a 
change. Such barriers include those of a cultural and power-based nature and these 
demand that the manager acquires the appropriate teamwork tools to break them
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down. Managers must also consider how they actually manage the teamwork.
The Management of Teamwork - Top down or Bottom up
Conflicting views appear within the literature as to whether teamwork should be 
initiated from the top down or from the bottom up. Bennett et al (1972), Pereira - 
Gray (1993) and Ovretveit (1996) all warn against a top down approach and support 
the view that a team should share its experiences and have the opportunity to discuss 
the barriers, the team’s beliefs, and its expectations. They regard the sharing of 
experiences as a vital part of the process of formulating a team and consider this, 
along with the breaking down of barriers, the production of development plans, 
training implications and some problem-based learning activities, as the way forward 
in formulating an effective team. Arnold (1995) also criticises the top down approach 
and would strongly advise management against ever being seen as controlling the 
professional groups within the service. A view which should be thoroughly endorsed! 
Pall (1992) advised a little caution, by indicating that the negotiation of short and long 
term goals with the service-user, whilst facilitating the agreement and providing 
goals, needs to have some degree of priority from the top, to avoid duplication or 
conflicting goals. Gunn (1978), as acknowledged earlier, goes even further and 
advocates that in a systematic approach to change, those in authority should be able to 
command and to obtain perfect obedience. Gunn himself acknowledges that this is 
unlikely to happen but his suggestion, when compared with the views stated above, 
shows it is not clear whether top down, bottom up or a mix of management is the 
appropriate way forward. Perhaps therefore other management approaches also need 
to be considered.
As Hewson and Sim (1998) outline in reflecting on the work of lies and Auluck 
(1990), Handy (1993) and the Department of Health (1994), the management skills 
needed to manage an inter-professional team are of both a general and a specific 
nature. The specific skills required are negotiation, organisational politics, conflict 
resolution leadership, and what is described as humanistic management and the 
building of an homogeneous management culture.
It is clear, therefore, that management of an inter-professional team is problematical ’
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and that a variety of “special” management skills are required if the team is ultimately 
to be effective. !
Learning Together
From the evidence already presented, it seems vital that in order to form an inter­
professional team, some kind of inter-professional shared learning should take place. 
This could be in a small group, eg a primary care team working together, or in a larger 
group, such as a full health care team working together.
There are many examples of team building experiences in the literature, some from as 
early as the 1970s when these issues were first being raised. For example, McNally 
(1977) gives an example where nurses, doctors, occupational therapists and 
physiotherapists, were given nine weekly meetings in which they were encouraged to 
discuss various factors affecting their health care delivery; Funnel et al (1992) in their 
shared learning facilitation, concentrated on the differing practitioner competencies 
and Kendrick (1992) reported on the popularisation of a health care team where 
reflection on the critical instance was looked at again. (Kendrick himself was an 
advocate of problem-based learning). !
The above are just three examples from the wealth of literature on training and 
education to promote better teamwork. See Vuori, 1976; Goble ,1991; Damont, 1992; 
Pritchard and Pritchard 1992; and Leathard, 1994; for many more.II
: I
Teamwork has also been formally encouraged in government legislation (see 
Appendix A) as Griffiths (1988) in the Community Care Agenda for Action writes:
"Staff need training to fulfill their roles, but also need to understand the 
contribution o f other professionals to community care. Insularity among individual 
professional groups can lead to failures o f communication and an inability to 
recognise both needs and options for meeting them. The need for effective 
collaboration in training matters at the local level to tackle this, should be 
addressed by all authorities, both during the implementation period and as an on­
going task."
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Griffiths also identified the need for a top down management approach. This, 
however, has not been enthusiastically received in primary care settings! (Horder, 
1989).
Earlier, Fry (1980) argued that teamwork had been seen by management as the 
"talisman" or the means of achieving progress in the health service. Fry's view is that 
rather than teamwork being the issue, it is more to do with the increase in scientific 
knowledge and the consequent specialisation of the professions. In addition, Fry 
believes that there are now a large number of health care professions (which have 
emerged in addition to that of medicine) and that this, along with the large numbers of 
people belonging to each profession, has caused the need for teamwork. This, Fry 
stated, is echoed in industry, political administration, and amongst other major 
professions. If this view is accepted, teamwork and specialisation have to be taken 
into consideration if any organisation is to be successful.
What is the answer?
Berring (1983) advocated that in addition to both the top down and bottom up 
management approach to training within this area, shared decision-making, 
overlapping roles, shifting leadership focus, and attention to team group processes are 
important. He states:-
"In fact the essential ingredient in effectiveness o f teamwork is the extent to which 
team members are willing to subordinate their own interest to the shared interests 
o f the team".
He went on to argue that the attitude of individuals would change as more graduates 
received at least some experience of being educated with other health care 
professionals, a proposal also supported more recently by Damont (1992).
So, could education be the answer? It would seem to be that the answer is Yes! Even 
in the mid 1970s Higher Education Institutions such as the Universities of Surrey, 
Glasgow, Manchester and Liverpool, were running post registration courses which 
included doctors, nurses, laboratory workers, public health officials and others. In
fact Scott - Wright (1976) reported that the knowledge and enthusiasm expressed by 
the students on those courses, could only lead to better services in the world-wide 
areas in which these graduates practised. This situation has been confirmed on many 
occasions since. Indeed the delivery of inter-professional education through the 
university curriculum was debated recently by the Committee of Vice Chancellors 
and Principals (CVCP) Health Professions Committee (1999). The points of concern 
which this committee highlighted were, resources, recruitment and retention of staff, 
progression through education, curriculum monitoring, research and development, the 
shift to primary care, quality assurance, evaluation, accreditation, legislation and 
related concerns around the Health Action Zones (Tope, 1999) and the Counsel for 
Professions Supplementary to Medicine (CPSM).
Conclusion
From the evidence provided in the literature, it is obvious that the benefits that can be 
accrued from shared learning although paramount, do not make the process of 
implementing it easy to accomplish. It is acknowledged that there are major obstacles 
to achieving this ideal within the health care professions. Such obstacles include the 
need to understand the nature of the different cultures involved; (see Table 7) to 
recognise the variety of power bases that exist; to retain the specialisms of the 
different professions while at the same time encouraging co-operation and 
collaboration between them; and to provide the essential constituents for the 
development of true teamwork, with the service-user’s requirements at the centre.
All of these issues need careful consideration at all stages of the implementation of 
shared learning and demand that the managers of the change are knowledgeable and 
competent to bring about the necessary changes successfully.
It is hoped that the current research investigation will demonstrate that education prior 
to registration and education which concentrates on the problem presented by the 
service-user will, together, detract the professionals from thinking about themselves 
or their own profession and will allow them to work as a true inter-professional team 
for the benefit of the service-user.
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The provision of forums where groups of students or professionals can be brought 
together to concentrate on issues affecting the service-user is therefore the method a 
manager might use in managing shared learning, rather than using either a top down 
or bottom up approach. It is also clear that a manager has to consider his/ her 
management approach very carefully and use, where appropriate, negotiation, conflict 
resolution, adaptable leadership skills etc in order to achieve the necessary changes.
Whatever the methods employed, it is patently obvious, from an examination of the 
existing literature, that there is a need to implement shared learning in all health care 
programmes wherever possible. The implementation of shared learning is considered 
in the next chapter.
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CHAPTER 3
INTERPROFESSIONAL SHARED LEARNING AND ITS 
IMPLEMENTATION
(a) Does Shared Learning Work?
Earlier, in Chapter 1, it was outlined how government legislation and NHS reports 
over the past four decades have attempted to promote inter-professional shared 
learning. The time taken to implement the change was questioned and models for 
change were reflected upon. Despite the main view expressed in Chapter 2, i.e. that 
change needs to be managed in a way that involves the individuals, it is clear that the 
push for multi-professional shared learning has come from the government, i.e top 
down. (This push from the top or from the stakeholders will be explored a little 
further later in this chapter). The review of the experience of others who have 
implemented shared learning in postgraduate courses, undergraduate courses or in 
workshops, and the development of shared learning itself has, however, also led to the 
identification of some pitfalls and benefits which were seen to affect its 
implementation. Some of these pitfalls and benefits were apparent in the literature 
prior to the commencement of this research investigation (Wilson and MacMurray, 
1974; Spitzer, 1975; Bright, 1976; Scott - Wright, 1976; Piggot, 1980; Wijnen, 1985; 
Schmidt et al, 1987; Horder, 1989; Majoor and Snellen- Balendong, 1990; Verwijnen 
et al, 1990; Majoor, 1991; and Wood and Gray, 1991) and so were available to help 
with the design of the attitudinal questionnaire (See Chapter 3 page 51 and appendix 
E). During the research investigation other reports have reinforced or questioned some 
of them (Forman, 1994; Leathard, 1994; Areskog, 1995; Barr and Shaw, 1995; 
Soothill et al, 1995; Carpenter and Hewstone, 1996; Howkins et al, 1996; 
Lindencrona et al, 1996). In the explanations below, studies considered important to 
the overall issue of the pitfalls and benefits of introducing shared learning into the 
curriculum, whether before or after the commencement of the current investigation 
have been included.
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Pitfalls
Carpenter and Hewstone (1996) outlined a wealth of literature available on what they 
termed "the barriers to inter-professional collaboration". They cite Stevenson (1985), 
the Griffiths Report (1988) and the Cleveland Report (1988) as including political 
control and accountability, status, gender, pay, and the nature and definition of the 
service-user after-care, as structural obstacles to such collaboration. Also cited in 
Carpenter and Hewstone's (1996) article is Hewson and Brown's earlier work (1986) 
which suggested a number of variables as being important when considering the 
barriers to shared learning. These variables included the institutional support; the 
professional distinctions between the participants; the experience of working together 
as participatory equals and as learners, unbiased in terms of numbers; the nature of the 
atmosphere of the working conditions; the concern for and understanding of the 
differences as well as the similarities of the different professions; and the existing 
expectations and perceptions of the other professionals and of the successfulness of 
the joint work.
Carpenter and Hewstone's (1996) study (along with that of others identified in the 
following sections) forms the basis for arriving at some of the key issues identified 
here as pitfalls to shared learning. These pitfalls are identified and proposed as the 
need to: get the logistics right; establish the correct status; ensure that there is 
institutional support; and identify a common goal.
(a) Getting the Logistics Correct
Logistics is a broad topic, covering a wide spectrum of issues, such as time tabling, 
rooming, transport, catering, managerial control etc. All of these factors have to be 
borne in mind if the students are going to receive an all-round, quality experience, and 
various authors have identified logistical issues which need to be taken into 
consideration. These authors include:
Bradford et al (1967) (cited by Wilson and MacMurray 1974) who made several
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recommendations, one of which they referred to as "control" and which can be 
described as the dimension concerning leadership and 'co-ordination of the inter­
professional group; Spitzer (1975) identified the need for space as a fundamental 
requirement when introducing an inter-professional programme, as well as the need 
for a considerable investment of time and flexibility on the part of the administrators;
while Wilson and MacMurray (1974) themselves stated tliat:
I
"the development o f strong inter-disciplinary programmes requires the structure o f  
education to be modified to meet the demands and needs o f a modern society".
More recently Soothill et al (1995) gave support to these earlier comments by 
emphasising that not only should students know what to expect from shared learning, 
but that the teachers and service managers need to be prepared for the inter­
professional approach and that institutional structures and working conditions should 
be suitably adapted. Walters (1995) also gave support to the earlier statements by 
suggesting that a student leader was necessary to provide control and direction within 
the group, with the faculty acting as informal advisors, ensuring that adequate 
provision for the rooming and for the structural nature of the course could be made.
It is clear that shared learning should never be viewed as just putting all the students
together in one room and teaching them. Real inter-professional education is the
Irequirement, and this demands, amongst other things, space and true integration,
/jparticularly if the students are to interact together. In 1992 a paper entitled “Inter-
i
professional Education and Training -  Developing New; Models” was published by 
The Central Council for Education and Training in Social Work (CCETSW). It stated 
that the integration of mainstream activity, as part of local care planning (as well as a 
staff education and training strategy), is a key aspect of successful planning for shared 
learning.
(b) Is Equal Status Important?
There has been a great debate on when to start the shared learning process. Some 
argue that it is better to start shared learning when practitioners are qualified and to
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incorporate it into post registration courses or higher degree courses (Leathard 1994). 
Others, for example Areskog (1995), believe that it is better to start on day one of the 
undergraduate courses, when students have few preconceptions of the hierarchy 
between the professions. Most writers agree, however, that it is beneficial to start 
with an equal status if at all possible (Spitzer, 1975; Soothill et al, 1995). Breaking 
down the inter-professional barriers and questioning the natural hierarchy within the 
NHS is part and parcel of ensuring that students identify with the benefits that shared 
learning provides for the service-users.
Bright (1976) went even further. He claimed that
"no comprehensive health service can be provided until all health students are 
prepared to discard their professional positions and form a united movement o f  
equals which will protect the interest o f all health students and meet the country’s 
demands for a better system o f health care ".
Other questions have also been asked about equal status. For example, should equal 
status mean that equal numbers of students of each discipline should work together on 
a shared learning programme? (This issue was also raised in the questionnaire at 
Derby, as there are more Occupational Therapy students than Diagnostic Radiography 
students and each of these number more than the Therapeutic Radiography students).
(b) The Need for Institutional Support
Earlier, (Chapter 2), the question of whether a top down or bottom up management 
approach was necessary for shared learning was discussed and it was concluded that 
the initiative needed to come from within the team itself. It was also agreed that 
management within the institution needs to act as a facilitative mechanism, to pave 
the way for shared learning to take place.
In 1974, Wilson and MacMurray outlined the need for a brief orientation programme, 
aimed at managers, to enable them to facilitate teamwork amongst both staff and 
students. Later, in 1976, Scott - Wright posed a whole range of questions which
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needed to be answered if multi-professional education was to be a serious proposition. 
One of the key questions he raised was:- Where would the resources and facilities 
come from?
Much later, CCETSW.in its 1992 paper, set out key factors for successful planning 
and these key factors also included the need for commitment by senior managers and 
joint planning by key stakeholders. Both of these factors provide an effective, 
creative, enthusiastic and flexible leadership. It is obvious, that managerial 
facilitation is seen as a requirement to ensure that shared learning is able to progress 
effectively.
(d) Common Goal Identification
In 1974 again, Wilson and MacMurray discussed “goal” formation as a factor 
creating the motivation that individual team members require, they further raised the 
issue of goal formation. They also cited Bradford et al (1967) as identifying “goal” 
formation as the means of motivating team members towards the total group goal and 
concluded their article by offering five mandates which they felt were essential for a 
problem to be identified and resolved in work groups. These are:
i) orientation,
ii) acquainting students with group process,
iii) structure,
iv) appointment of a leader and
v) product goal formation.
It is essential that a common goal is identified by all those involved in shared 
learning.
Summarising all the pitfalls, Spitzer (1975) says that in his view a successful inter­
professional programme depends on the minimum standards of space allocation and 
configuration, considerable investment of time by sophisticated educators and a great 
deal of flexibility on the part of the administrators of the Schools of the various
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professions. Spitzer goes on to outline problems such as limited learning resources, 
space and time, a real or perceived incompatibility of learning goals, and the rate of 
learning desired or anticipated not being synchronous within the various professions. 
As a result he asked the following questions:-
i) What is the long-term impact exercised on patterns of practice by health 
professions trained in this way? If the effects are short lived, if they do not 
extend beyond the training year or only during participation in sheltered 
demonstration projects, then the justification of moving in this direction must 
be very carefully re-examined.
ii) Are there other efficient and economical variable alternatives for programmes 
to prepare health professional students so that the concepts of inter­
professional care can move from isolated or limited demonstration projects to 
normative widespread practice?
iii) What changes in the curriculum of the various professionals should be 
contemplated in order to enable facilitation of the inter-professional 
components of professional training?
Scott - Wright (1976) concluded that
"there is a need for students to be o f similar ability and quality and that sta ff must 
be able to work together in fu ll partnership
Others also regard staff development as of prime importance in order to overcome the 
pitfalls of shared learning. (Leathard, 1994; and Soothill et al, 1995). For example, 
the Maastricht Medical School, based in the Netherlands, has included a staff 
development programme for staff who are involved in shared learning and it has 
shown that statistically significant differences can be identified between the students 
of the various medical schools in the Netherlands. For example, those where the staff 
have not experienced the Maastrict technique in staff development have not been as 
successful in their shared learning programmes as staff who have received the staff
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development experience, (see Wijnen, 1985; Schmidt et al, 1987; Majoor and Snellen- 
Balendong, 1990; Verwijnen et al 1990; and Majoor, 1991).
Tope (1999), using terms which were common in the health service at the time, 
outlines the goals to which the inter-professional team should be aspiring. The main 
contributing factors in ensuring quality in health care she describes as being:
“ clinical effectiveness, evidenced-based practice , risk management, cost 
effectiveness and patient-focussed care”.
Again the focus here is on common goal identification and concentrating on what will 
be beneficial to the patient.
Having just identified the pitfalls, which could impair shared learning (i.e logistics, 
status, institutional support, and identification of a common goal), why then is shared 
learning considered such an important part of current course development and 
training? Obviously there must be benefits! These benefits are identified below.
Benefits
(a) The Breaking Down of Inter-professional Barriers.
It is well known and accepted that shared learning helps to break down inter­
professional barriers (Forman, 1994; Howkins et al, 1996 Lindencrona et al 1996). 
This view was initiated by Wacher (1976 cited by Piggot,1980) who stated that;
"when the problem was viewed and acknowledged in its human dimension, when 
members o f the group are willing to clarify their own reasons, when members are 
equally willing to listen to others without prejudice, when the responsibility is 
shared, and when such a team works not secretly but in the open with its own 
corporate professional and social identity, it is then that there is a commonality in 
approach and a breaking down o f barriers,"
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The barriers referred to in this case are the professional barriers and therefore the goal 
of shared learning is identified.
Horder (1989) agreed with this statement by responding that barriers were in the 
professionals’ minds and in their stereotyping of individuals, whilst more recently 
Whittington et al (1993) described how knowledge of the roles of others enables 
practitioners to practice more effectively.
It is clear that any course designed for shared learning should be developed in the 
knowledge of the barriers which exist between the professions, and that staff should 
work to overcome these barriers, whilst at the same time helping to maintain the 
professional identity of each group.
(b) The Knowledge of When to Refer to Another Practitioner
One of the fears of inter-professional learning has been that the boundaries between 
the professions would be eroded and that a generic practitioner would be the result. 
Studies which have hitherto used shared learning have found that the students and 
practitioners, rather than tackling issues at the boundaries of their knowledge have 
learnt instead when and where issues should be passed on to another profession. 
(Barr and Shaw 1995).
(c) The Cost Effectiveness of Future Practice
Shared learning could be viewed as merely putting together different groups of 
students in a classroom and using the same tutor to teach a larger group, thereby 
reducing the cost of teaching the course. Shared learning, however, involves students 
engaging in inter-professional exercises and it follows that it will not necessarily 
produce a more economical way of learning for the professions. Also government 
legislation, as outlined earlier, is attempting to ensure that both health care and health 
care education are more financially accountable and, at the same time, has reduced the 
funding of higher education (including that of health care professionals). It is vital 
that the economic aspects of inter-professional education are taken into account, and
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that consideration is given to the cost effectiveness of the qualified professionals in 
practice. It is most important that shared learning is not viewed by organisations as a 
cheap option even though they should be encouraged to take economical 
considerations into account. Finally, although economy may not be achieved in the 
classroom, it must be remembered as Scott - Wright (1976) reports that
|
"there is a need for students from the various professions to share some common 
learning in order to appreciate the specific contribution each can make and, at the 
same time, the wasteful overlap o f expertise can be avoided".
(d) The Value of Problem - centred, Common - focussed Learning
Many of the programmes utilising shared learning techniques incorporate a multi­
professional group problem in their training. It is usually service - user focused and 
the students collectively are asked to solve it. Piggot (1980) supports this approach. 
He states in the summary of his article
"the most useful activities appear to be the consideration o f patient problems and 
related tasks which allow each member to understand the value o f his own 
contribution and to appreciate the differences in the approach and framework o f  
other professions".
II
(Problem - based learning is mentioned only briefly here, but it will be treated in more 
detail later, where it is considered as a key focus within1 the curriculum for shared 
learning programmes, see page 87).
(e) The Acquiring of Information about the Other Professionals’ Roles
This is related to (a) and (b) above, but it requires a more in-depth knowledge and 
understanding of the other professional roles which may impact upon the service-user. 
Hitherto, individual professions have been taught in isolation from one another. 
Students and indeed qualified practitioners have had little knowledge of the others’ 
roles and have tended to work in isolation from one another, often perceiving the
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other profession as a threat to their own autonomy. Areskog (1995) outlines how 
shared learning provides a facilitative mechanism for one professional to get to know 
the roles of other professionals and this provides a mechanism for each professional to 
know when to hand on to another professional group, (see (b) above). In order to 
acquire the information which each professional needs to know about the other 
professions, good communication skills are required.
As Whittington et al (1993) points out:
"inter-professional skills suclt as the capacity to form corporative relationships, and 
common verbal and written communication should be incorporated into (all) shared 
learning programmes ".
(f) The Altering of Attitudes and the Changing of Stereotyping
In 1996, Carpenter and Hewstone outlined their belief that
“attitudes can be changed and knowledge (of the other profession) increased!’
due to shared learning while earlier, Hall and Turner (1987) had stated that:
“Perhaps the greatest influence on changing attitudes is the inevitable infiltration 
into practice o f young doctors, new nurses and others who have not yet been 
"crushed", whose attitudes have not been hardened into rigid channels parallel to 
but never quite touching....."
It was this particular benefit that influenced the choice of using an attitudinal 
questionnaire for the investigation of shared learning at the University of Derby. The 
questionnaires enabled changes in the attitudes of the students and staff to be assessed 
in a relatively consistent and convenient manner, over four successive years.
A summary of the pitfalls and benefits is shown in Table 9:
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Table 9: Pitfalls and Benefits.
THE PITFALLS KEY
REFERENCE
THE BENEFITS KEY
REFERENCE
(i)G etting  the logistics  
correct
Soothill et al (1995) (i)T h e break ing  dow n o f  
in ter-p rofession a l barriers
Horder (1989)
(ii)Is equal status  
im portan t?
Leathard (1994) (ii)T he k n ow led ge o f  w hen  
to refer to an other  
practition er
Barr and Shaw  
(1995)
(iii)T he need for  
in stitu tional su p p ort
Scott - Wright 
(1976)
(iii)T he cost effectiven ess  
o f  fu ture practice
Scott- Wright 
(1976)
(iv )C om m on goal 
identification
Spitzer (1975) (iv )T he va lu e  o f  problem  
cen tred /com m on focussed  
learn ing
Piggot (1980)
(v )T h e acq u irin g  o f  
in form ation  about other  
p ro fession a ls’ roles
A reskog (1995 )
(v i)T he a lter in g  o f  
attitu d es and the ch angin g  
o f  stereotyp in g
Carpenter and 
H ew stone (19 9 6 )
Summary to Pitfalls and Benefits
As early as 1967 pitfalls or benefits to shared learning were identified and throughout 
the 1980s and 1990s these were refined, and so have resulted in the ten areas itemised 
in Table 9 above being selected as key issues.
Overcoming the pitfalls is essential in planning and implementing shared learning and 
it has been suggested that this may be best achieved through the appropriate:
a) allocation of space and time by the educational institution,
b) identification of common goals and the acceptance of equity by members of the 
“team”,
c) flexibility being shown by the administrators of the various professional bodies,
By adequately addressing the pitfalls indicated in Table 9, the six key benefits can
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then be more easily seen and the focus can then be placed upon the quality of the 
service provided as perceived by the service-user.
The delivery of new teaching and learning practices by the educators and trainers, 
together with the resultant changes in the delivery of the service across all 
professional areas, could then result in a more cost effective service. This would then 
be much more appreciated by the service-user.
(b) The Implementation of Inter-Professional Shared Learning
As stated previously, the experience of other institutions that have implemented 
shared learning, at both post-registration and pre-registration levels, and that from 
small workshops, was used as the focus to derive the model for introducing shared 
learning practice within the School of Health and Community Studies in the 
University of Derby. In addition, the influence of external stakeholders was taken 
into account.
The Push for Multi-professional and Inter-professional Shared Learning from 
External Stakeholders.
If we review the main stake holders influencing the professions within health and 
social care, the main influence, as has already been stated, has come from the 
government, which has been trying to encourage multi-professional practice for many 
years. This has been closely followed by a set of professional bodies, for example the 
English National Board for Nurses, the College of Radiographers etc etc. These 
professional bodies are responsible for trying to ensure that the health professions act 
in a way which is beneficial to the service-user, but each body is also responsible for 
looking after its own professional identity. In addition, doctors, nurses and the 
professions allied to medicine each have their own professional registration body 
which is bound by a Privy Council to ensure that any practising individual is 
competent to practice. [Social workers, although currently not having a professional 
body or a professional registration body, adhere to recommendations set down by the 
Central Council for Education and Training in Social Work (CCETSW)].
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Government legislation, which encourages multi-professional practice, seems, 
therefore, to be at odds with the remit of the professional bodies (including 
CCETSW), as each professional body seeks to maintain its own individual and 
professional identity.
Over recent years, other bodies have been set up which, though not bound by 
legislation, have tried to influence multi-professional and inter-professional practice. 
These bodies include the European Multi-professional Education Network (EMPE) 
the prime aim of which is to:
"  promote the concept o f multi-professional education in health sciences
through the facilitation and exchange o f information, persons and experiences” 
and where “the development o f joint research and education is a priority."
and the Centre for the Advancement of Inter-professional Education (CAIPE) the 
prime aim of which is to:
"facilitate contact and the exchange o f ideas and information between individuals 
and organisations involved with inter-professional education, by organising 
conferences, seminars and regional meetings."
It is in fact quite interesting to review some of the plethora of reports that have been 
produced by the various bodies seeking to influence the professions. As early as 
1973, Lloyd et al described an inter-disciplinary workshop which was being held on 
behalf of the Royal College of General Practitioners with the Council for Training of 
Health Visitors and the Council for Training in Social Work. This workshop 
recommended that regional arrangements should be made for inter-disciplinary 
meetings to take place for the discussion of common interests and problems in dealing 
with service-users. In the same year, the Council for Professions Supplementary to 
Medicine (CPSM) produced a report which proposed an outline syllabus allowing 
almost a third of the content of the courses of occupational therapists, physiotherapists 
and remedial gymnasts to be shared. It is interesting to note that “remedial gymnasts”
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no longer exist as an independent profession, their role now being undertaken by the 
physiotherapists. Perhaps this demise of a professional group has served to fuel the 
fears of other professions with regard to shared learning? In a report in 1979 entitled 
"The Next Decade", the CPSM was obviously conscious of the fears of each of the 
professions and stated that:
"There should be research into the curriculum fo r common core courses to ensure 
that the distinctive requirements o f the different professions are preserved and 
developed".
In line with the review of the CPSM, the Central Council for Education and Training 
in Social Work (CCETSW) and the English National Board for Nurses (ENB) have 
produced many reports in combination with each other, looking at multi-disciplinary 
education and training. In 1983 CCETSW produced a good practice guide which 
acknowledged that the debate with regard to shared learning had been ongoing over 
the past two decades. This led to the implementation of the NHS and Community 
Care Act and the new Primary Care-led NHS developments as facilitating shared 
learning and, as will be discussed later, outlined the benefits and key factors for the 
successful planning of shared learning.
In 1986 the two inter-professional bodies, CAIPE and EMPE were established, 
CAIPE being the UK arm and EMPE being the European Network. Both bodies 
encouraged reviews of inter-professional practice and inter-professional education. 
Neither had the power to enforce inter-professional practice but saw its role more as 
that of facilitating and disseminating information on good practice. In 1988, the ENB 
and CCETSW published details of a proposal for a jointly validated course for heads 
and deputy heads of hostels and day centres for people with learning disabilities’, 
which was to be the first of its type. At this time, the professional bodies were 
encouraging inter-professional education, but it was not a requirement for the 
validation of professional courses. Many joint reports have been written since these 
initial attempts. One such report entitled "Building a Partnership", jointly published 
by the ENB and CCETSW cites Wood.and Gray (1991) as stating that:
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"It is important to guard against the danger o f generalising about people's 
experiences o f the programmes".
It is, therefore, as important to capture information about an individual’s experience 
(qualitative data) as it is to obtain information from the group as a whole (quantitative 
data). !
Wood and Gray (1991) also emphasised the need for a study to follow up students 
who had already participated in shared courses, in order to evaluate the impact of their 
experiences on their subsequent employment. i
Experiences of Inter-professional Shared Learning
Prior to the start of this current research investigation and during the time that it has 
been carried out, many institutions have experimented with shared learning at post 
registration levels, pre-registration levels and in workshops. (Lloyd et al, 1973; 
Storrie, 1992; Forman, 1994; Leathard, 1994; Brown, 1995; Finocchoi et al, 1995 and 
Forman and Fox 1995).
i
Post Registration
As mentioned earlier, many institutions started shared learning at a post registration 
level. This is probably due to the fact that in 1989, “Working for Patients”, Working 
Paper 10 from the government, indicated that the education and training of 
professionals, which had hitherto taken place within NHS Settings, should move from 
the NHS into higher education. With the move to higher education came 
opportunities as, for the first time, each of the professions allied to medicine, and 
often with both nurses and social workers, was being taught in the same building, 
although not necessarily in the same classroom!
At this time, the state registration requirements were often at a level below that of a 
degree, thus the move to higher education allowed opportunities to change the 
registration requirements and to award a degree level qualification. When providing a 
new qualification level for new students, practitioners who in their own day had
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qualified for registration with an academic qualification of lower status than a degree, 
had also to be considered. (Many of these mature professionals were anxious to gain 
qualifications equivalent to those of the new students passing through the new degree 
courses).
To provide for this need, higher education institutions developed programmes which 
were equivalent to the third year of a degree programme and were known colloquially 
as "top-up" qualifications. Also some professionals still wanted an identity which was 
individual to them and so "top-up" degrees were developed in Occupational Therapy, 
Radiography, Physiotherapy etc. There were, however, some practitioners who were 
prepared to look at a broader and more generic qualification in health care or health 
studies, which would provide them with an opportunity to be educated alongside other 
health professionals.
Of course, the staff designing these programmes of study had their own learning 
experience to undertake. They all had to overcome their prejudice and fear of 
working with other professional groups, and had to see the development as an 
opportunity, rather than as a threat, which might lead to the erosion of their own 
profession. Once the top-up qualifications were established, Masters Degrees were 
designed, again with an inter-professional flavour. Leathard (1994), in her book 
"Going Inter-professional", outlines the experiences of universities such as Exeter and 
South Bank, and also of the Marylebone Centre Trust, in designing such programmes.
One major difficulty cited was the lack of guidance from the professional bodies 
themselves; (the only inter-professional accreditation at that time was offered by 
CCETSW and ENB for patients with a mental health handicap or with learning 
difficulties).
A further difficulty, identified by Storrie (1992), was the need to establish some form 
of inter-professional criteria that would facilitate assessment and practice. It must be 
remembered that with professional education, not only must the academic 
requirements be at a specific level (i.e. undergraduate or postgraduate) to gain the 
qualification, but also the competency and vocational elements are crucial to the
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profession and must accord with the structures of the professional body.
Pre-Registration Courses
The development and practice of inter-professional education at undergraduate level 
(for six health care professions) at the University of Linkoping was initiated in 1984 
and the refinements which have taken place whilst running this programme are well 
documented. A review of the Linkoping experience allows four key aspects to be 
identified. These are that:-
1. The focus is on problem-based learning. Linkoping uses a seven jump
model in its problem-based learning. This is presented in more detail in
Appendix C but in outline consists of seven stages or jumps. These are to:
i) clarify the terms and concepts of the problem (they may not be readily
comprehensible);
ii) define the problem;
iii) analyse the problem;
iv) make a systematic inventory of the explanations inferred from (iii) above;
v) formulate learning objectives;
vi) collect additional information from the outside group;
vii) synthesise and check the newly acquired information.
2. Sharing does not only occur in the academic curriculum areas, but also in
the work place, where modelling of clinical practice relates not only theory to 
practice but also describes where teamwork is used in real life situations. This 
way of learning is best described by using the analogy of a Russian doll. 
Again this description is given in more detail in Appendix D. In short, the
principle used is that three curriculum areas are differentiated and taught at the
same time as each other. The three areas are:
i) elements which are specific to the individual profession;
ii) common curriculum;
iii) elements of professional practice.
3. There is obvious support for the concept of shared learning from the
Institution. This is evidenced by the provision of facilities to house the
students, and a high level of staff resource.
4. The students are developed to the extent that they learn independently
and autonomously on their programmes. (Perhaps the most crucial of all is 
that they see their tutors and fellow students alike, as added resources to that 
derived in the text, i.e they can be questioned. In addition, the staff are seen as 
being there to facilitate their learning rather than to give them all the 
information they need for success on the course).
The University College of Salford has also developed undergraduate inter­
professional shared learning. The aims and objectives of the Salford model focus on 
the value of shared learning between multi-professional groups, and some assessed 
components of the course look specifically at the shared experience of students. This 
is in addition to the course having curriculum areas such as anatomy and physiology 
etc shared by the groups of students.
The University of Derby undergraduate experience is the focus of this thesis, but at 
this stage mention is made only of the initial module in management. This 
management module was chosen because similar topics were being taught on each of 
the programmes and because it was relatively easy to adjust the timetable for the 
shared learning to be carried out. The management module was used as a focus for 
inter-professional learning for third year Occupational Therapy and Radiography 
students in 1993, as outlined in Forman (1994).
Workshops
Rather than a full inter-professional course leading to accreditation and graduate or 
post graduate qualifications, many workshops have been organised merely to facilitate 
shared learning. We have only to remind ourselves that, with the onset of care in the
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community and primary care, the necessity for professionals to work as a team with a 
service-user, demands a sharing of experience. Indeed a sharing of experience is 
essential in order to facilitate appropriate care for the individual. In this way the 
service-user will not be seen as an object being passed from one profession to another. 
Even prior to the Community Care Act, workshops for general practitioners, for 
social workers and for health visitors were already being organised in the early 1970s, 
as outlined by Lloyd et al (1973). The report of these workshops disclosed five 
objectives. These were to:-
a) determine i f  any o f the disciplines concerned emerged as dominant in the
group discussions.
b) define areas o f common agreement or interest.
c) define areas o f conflict and the relative significance o f the conflicts 
observed.
d) determine i f  small group discussions could become a useful inter­
disciplinary educational medium.
e) determine the possible content o f future workshops.
Even at that time, acknowledgement of the conflict is apparent and one doctor is said 
to have reported that the workshop he attended enabled him to re-examine his attitude 
towards the nurses and health visitors. In the 1970s, workshops were even being 
organised for doctors and administrators. Brown (1995) concluded from one such 
workshop that there was an unfulfilled demand for such events. It is interesting to 
note that the involvement of doctors, and especially of GPs, in workshops has been 
particularly apparent throughout the years. Leathard (1994) documents short courses 
for the community, in child protection, in working with the disabled, with old people, 
and with those with mental health problems. In general, workshops are thought to be 
useful in providing a short stay setting in which individuals can look at a specific 
aspect of their working arrangement or at specific service-users. In this way the
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participants see how they can best work together to facilitate the service-user or 
service-user's needs, rather than having professional issues at the forefront in these 
environments.
Individual personalities can also facilitate, or can be detrimental to, the working 
relationship, which is often an experience mirrored in normal working relationships. 
The workshop environment, in allowing a focus to be placed on the service-user, 
overcomes what Scott - Wright in 1976 described as the reluctance of the professions 
to "put the patient or client in the middle o f the arena rather than on the 
periphery". This marginalisation of the service-user is seen by Scott - Wright as 
. being the main barrier to inter-professional education.
The Clinical Environment
This is a relatively new concept as it was only in 1996 that Edwards, Jones, Shale and 
Thursz looked at models for shared care and clinical management. This is the first 
text to look at shared learning within a clinical setting and concentrates naturally on 
the community care environment. Again the focus is on post registration education 
but emphasis is placed on making the situation work, rather than on the difficulties 
which may be encountered between the professional bodies. The clinical environment 
is seen as the very environment where different professionals will actually be working 
in practice with each other for the service- user’s benefit. Ironically, the first accounts 
of shared learning within a clinical setting date back to 1972, when Mason and 
Parascandola reported on the clinical experience as a team. Mason and 
Parascandola’s 1972 report does not give an account of how successful inter­
professional teamwork was in a clinical setting, but identifies three key issues which 
should be examined in the clinical setting. These were identified as the need to:-
i) ascertain if the objectives proposed by the planning group, could be met by the 
student health team.
ii) identify the knowledge and skills that are pre-requisites to the clinical learning 
experiences.
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iii) determine whether students with varying educational backgrounds and 
clinical experiences could participate effectively as a team in a clinical 
setting.
Conclusion j
|
There is a diversity of forums where shared learning has been, and still is being, tried. 
(Lloyd et al, 1973; Silen, 1991; Storrie, 1992; Forman, 1994; Leathard, 1994; Brown, 
1995). Most of these involve students in academic experiences, although quite 
recently models for shared learning have included the clinical experience (Edwards et 
al 1996). In fact, in concluding this section it should be noted that the University of 
Linkoping has again taken the lead on this aspect of shared learning as, in conjunction 
with a local hospital, it has recently (1997) constructed a training ward where students 
with inter-professional backgrounds work together with a service-user in a clinical 
setting.
In a number of reports by Barr and his .colleagues (Barr 1994, Barr and Shaw 1995, 
Barr and Waterton 1996, Forman 1991, Forman and Fox 1995), the Centre for the 
Advancement of Inter-professional Education (CAIPE) has reviewed the 
developments in shared learning, along with key factors for its implementation. 
Between them, these reports provide an insight into the advantages and disadvantages 
of developing shared learning. j
j
At the University of Derby, the experience of others was used to derive a list of 
pitfalls and benefits which helped in the design of the curriculum and the attitudinal 
questionnaire. The questionnaire was one of the main methods used to monitor the 
changes in the attitude of the students over the four year period of implementing 
shared learning.
The specific methodologies adopted in the designing of the curriculum and the 
attitudinal questionnaire for this research investigation in the School of Health and 
Community Studies at the University of Derby are presented in Part 2 of this thesis.
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PART 2
BACKGROUND AND METHODOLOGY USED TO 
IMPLEMENT SHARED LEARNING INTO 
THE SCHOOL OF HEALTH AND COMMUNITY 
STUDIES AT THE UNIVERSITY OF DERBY
CHAPTER 4
BACKGROUND TO SHARED LEARNING AT THE UNIVERSITY OF 
DERBY
In 1989, the Government White Paper, “Working for Patients”, Working Paper 10, 
announced that students wishing to embark on careers in the professions allied to 
medicine (Allied Health Professions) should be educated in Institutes of Higher 
Education rather than in Schools within the National Health Service.
The students initially affected by this issue were those training for Radiography, 
Physiotherapy and Occupational Therapy, although by this time many Schools had 
already formed links with higher educational establishments in order to develop 
degrees.
The move from single discipline Schools to establishments which housed other 
disciplines did not initially mean that ideas were shared, although the potential 
benefits to the groups had for some time seemed to be obvious. As early as 1970, 
Houle had discussed, in-depth, the trends for the medical profession and deplored the 
tendency to maintain such education within single disciplines. He suggested that:
" ....the professions wouldfind it mutually beneficial to engage in collaboration and 
secure the services o f educational specialists in order to create, plan and develop 
desired and viable teaching and learning activities ".
In Derby, the programmes in diagnostic and therapeutic radiography, occupational 
therapy, post registration nursing and pharmacy were moved from the health service 
to the Derbyshire College of Higher Education (later to become the University of 
Derby).
Collaborative multi-professional work started at the University of Derby, initially 
with the development of post registration degrees. The first of these was the BSc
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Health Care, (see Forman and Gallop 1991). These post registration degrees offered 
opportunities to staff who, although state registered, had professional diplomas which 
were not academically recognised. So, a top-up facility involving the final year of an 
honours programme, studied part-time, was established to meet the demand.
As the teaching staff became more acquainted with their new environment and taught 
on programmes such as the BSc Health Care and the MSc in Research Methods for 
Health and Social Science, they became experienced in teaching multi-professional 
groups. These teachers also became familiar with taking a wider perspective in the 
teaching material that they utilised.
The first undergraduate programme to be developed by this group was the BSc 
Diagnostic Radiography degree. This was initiated in 1991 and was, nationally, one 
of the first to be validated and given professional standing. At this time, the aim was 
to ensure that all elements of the professional requirements were incorporated into the 
degree and that the degree itself satisfied all the academic requirements, and 
incorporated a significant independent study. Due to the rapid amount of change 
occurring at the time, and perhaps due to some insecurity amongst the staff 
themselves, the degree was designed such that it was uni-professional in nature. The 
BSc Honours in Occupational Therapy and then the BSc Honours in Therapeutic 
Radiography quickly followed in the footsteps of the BSc Diagnostic Radiography 
degree.
At this time many institutions had started with inter-professional post registration 
courses. For example, some Masters degrees were developed which utilised shared 
learning (Leathard 1994). Some programmes were also being established which 
included shared learning at undergraduate level, such as the one in Linkoping. These 
latter programmes brought together a variety of professions, sometimes as many as 
five or six, but excluded radiography from the group. This is probably easily 
explained as in most of Europe the education of radiographers is not at graduate level 
and so the courses do not lend themselves easily to shared learning.
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By 1994 the University of Derby had a well established School of Health and 
Community Studies, with a Division of Allied Health incorporating degrees in 
Diagnostic Radiography, Therapeutic Radiography and Occupational Therapy. Each 
of these courses was uniprofessionally taught at undergraduate level and any student 
awarded the degree would also be State Registered for his/her chosen profession.
It was a natural development, therefore, that the current research investigation should 
look at areas within the profession-specific programmes which could be shared. It has 
to be said, that within an academic environment there is also pressure to make 
economies in terms of the teaching methods. For example, specific areas of the 
professions had hitherto always been taught with staff/student ratios of around 1-12, 
whereas academic colleagues were teaching in groups with staff/student ratios of 1-25 
and often 1-30.
Students taking a health professional course in professions such as Diagnostic 
Radiography, Therapeutic Radiography and Occupational Therapy were funded by 
the Regional Health Authority and whilst this funding mechanism offered some 
comfort in terms of group sizes, staff teaching on these programmes felt the need to 
identify some efficiency gains.
Thus the two influences to implement shared learning were the desire to try inter­
professional learning and the pressure to operate with more efficient group sizes. 
These led the course teams to look for areas of the curriculum from each of the three 
professions which could be shared.
Radiography and Occupational Therapy at Derby
Within the first two years of its formation, the School of Health and Community 
Studies in Derby brought together a variety of professions which included Social 
Work, Nursing, Community and Youth, Psychology and Therapeutic Arts, as well as 
Radiography and Occupational Therapy. Staff from each of these areas became 
interested in the development of shared learning and, in addition to post registration 
degrees which were designed with an inter-professional perspective, several shared
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learning workshops were organised. The next step, therefore, was to look at ways in 
which shared learning could be utilised in pre- registration courses. To aid this, 
Radiography and Occupational Therapy were drawn together to form a Division of 
"Allied Health" within the School of Health and Community Studies structure.
Previous to this, i.e. since Spring 1989, some limited instances of shared learning in 
management issues had been taking place between the Occupational Therapy and 
Radiography courses. They had been validated independently and therefore the 
students were, for the main part, still being taught in a uni-professional environment. 
Within the new Division of Allied Health, closer investigation of the content of the 
modules of each course revealed that in some of the modules the content was broadly 
similar in nature. However, the established timetabling arrangements and the fact that 
the School was based on four sites, covering a distance of forty miles, seemed to 
prohibit any notion of bringing the two groups together for further shared learning.
The answer seemed to lie in jointly reviewing and revalidating the courses so that 
shared learning could be built into the curriculum and joint ownership could be 
established.
Common Curriculum
A review of the curriculum areas being taught on each of these programmes enabled 
the identification of several areas which were indeed similar or the same. These 
were:-
i) Anatomy and Physiology,
ii) Profession-related Practice,
iii) Research Methods,
iv) Management,
v) Clinical Education,
vi) Independent Study.
All six were common to all professional health care programmes whilst a seventh,
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Physics, was common to Diagnostic and Therapeutic Radiography.
This initial review of subject areas belied the fact that some were not taught in the 
same year and that the clinical placement requirements in each of the professions were 
unique to that profession. So, managing a timetable beset with constrictions such as 
those described meant that teaching these groups together was almost impossible.
j
It became obvious, that only some elements of the Research Methods, and 
Management curricula could be taught with some sharing, given the timetabling
I
arrangements that had been validated in these earlier courses.
Staff Development
It must be remembered that many staff had taught on the BSc Health Care and MSc 
Research Methods for Health and Social Sciences courses. These staff had 
undertaken staff development, both in terms of widening their appreciation of their 
own subject area, and in terms of team building and team teaching on programmes. 
Double assessment of both formative and summative assignments and sharing ideas to 
ensure that the curriculum covered learning outcomes to the depth and level required 
for their course of study (irrespective of the students chosen profession), also helped 
staff to appreciate the value of shared learning.
IAs already stated, areas of the pre-registration undergraduate courses which were: I
found to have appropriate timetabling arrangements for shared learning were 
Management, and Research Methods and both of these subject areas had been taught 
in the BSc Health Care and MSc Research Methods courses. Therefore, the teams 
teaching these subject areas were familiar with teaching inter-professional groups.
The staff development undertaken by these tutors was, therefore, similar to that 
previously undertaken. Nevertheless, a more concerted effort was made to ensure that 
staff from each of the professions not only understood the subject matter but could 
relate it to their individual profession, and also made them aware of how the subject 
matter affected some areas of the other professions. Additionally, some sections of
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the "Physics" shared by Diagnostic Radiography and Therapeutic Radiography were 
timetabled such that they could be commonly taught. This appertained particularly to 
some areas of the practical work in Physics.
It can be seen from the above account that the underlying principle was to identify 
areas of commonality, both in terms of curricula and tuition. At this point it was not 
seen as essential, nor indeed valuable, to identify specific aims relating to the shared 
experience .that students would be undertaking. No account was taken of the fact that 
these professionals would be working together, with patients, when they qualified. It 
was merely a matter of teaching the curriculum with a multi-professional group in a 
cost effective and efficient manner. Also staff development at this time was aimed 
merely at acquainting lecturers with the other professions’ subject areas, so allowing 
them to give pertinent examples to students during teaching sessions.
Revalidation
In 1994 the BSc Occupational Therapy degree was ready for revalidation (it had been 
given only a three year validation). In order to maximise the amount of shared 
learning, it was decided to validate the BSc Diagnostic Radiography degree course 
(due for validation the following year) at the same time. The evaluation of the 
courses which had been running, and the development of the new courses, both in 
terms of design and curriculum content, came under scrutiny by staff groups from 
each Of these two professions. Indeed, in order to ensure that when the BSc 
Therapeutic Radiography degree was due for revalidation, any shared learning 
possibilities could be utilised within this degree, the Therapeutic Radiography staff 
also collaborated in the review and re-designing of the BSc Diagnostic Radiography 
and the BSc Occupational Therapy degree programmes.
The learning experience which had taken place in the Physics, Management, and 
Research Methods curricula was utilised in the design of the new courses (see 
Forman, Jones and Morley 1994). The timetabling arrangements, still had to meet the 
individual profession’s requirements and still proved to be problematic in bringing the 
student groups together.
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Shared Learning Aims
With the introduction of the common curricula of Physics, Management, and 
Research Methods, the course team appeared to be committed to inter-professional 
learning. It felt that designing shared elements from the start of the courses would 
enable students to interact more on the programmes. It was also thought that this 
might have the added advantage that students would have formed a shared identity 
prior to their clinical colleagues being able to influence them. (It was thought that 
clinical staff might fear shared learning as potentially eroding their own professional 
identity). Students who had studied previously on the Diagnostic and Therapeutic 
Radiography degrees and on the Occupational Therapy degree had already completed 
evaluations of these courses and some shared curricula had been undertaken on them. 
It was thought that undertaking a review of these evaluations might be a useful 
exercise. So a section of the validation document was dedicated to this review. With 
regard to this shared curriculum issue, the validation document states:
"Students generally enjoy shared study with students o f other professions, but it is 
more successful i f  the students have mixed from the start o f the course, so that they 
have not been influenced by professional stereotypes".
University of Derby (1994)
Although a statement with regard to shared learning was not included as one of the 
three aims of the course, a change was made to the learning outcomes which now 
incorporated the following additions.
"Students will be expected to:-
Sliow caring attitudes to the service-user, and consideration to other 
members o f the public and to staff
Recognise the particular and shared functions o f colleagues, and 
communicate and co-operate with them."
University of Derby (1994)
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The shared nature of the courses was now apparent in the course aims.
Strategies for Learning
Each of the profession-specific validation documents identified the teaching and 
learning methods appropriate for the student groups in a section headed "Strategies for 
Learning". The traditional teaching methods, including lectures and demonstrations, 
are complimented by self- directed skills for independent study. Additions such as 
problem-solving, developing qualities of judgement and decision-making, clinical 
reasoning and ethical practice were incorporated to ensure that the gap between theory 
and practice was bridged. Methods to facilitate the discussion of experiential learning 
not only included the standard tutorial and seminar sessions, but also incorporated a 
greater degree of case study and practical sessions. Independent learning was also 
encouraged by requiring students to assess their own learning needs, to set goals, 
locate resources, implement strategies and evaluate progress. Multi-media learning 
including video and computerised technology was also used within the courses for 
both the shared and the profession- specific modules, with problem-based learning 
becoming more prominent within the shared curricula.
Tripartite Validation
In 1994 the Diagnostic Radiography, Therapeutic Radiography, and Occupational 
Therapy BSc Honours degree courses were validated by the University of Derby, the 
relevant Professional Bodies and the Council For Professions Supplementary to 
Medicine (CPSM). The first intake of students on to the newly validated courses 
began in September 1996.
Conclusion
Analysing the individual curricula of the professional health degree courses studied at 
Derby demonstrated that there were common syllabus areas that could be taught 
together. (Forman 1991, Forman and Fox 1995). It was recognised, that merely 
teaching the students together would not result in inter-professional learning taking
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place. In designing the new courses, not only were the courses designed to maximise 
the time when students would be taught together, but consideration was also given as 
to how they should be taught. As a result, shared aims for the courses were derived 
and a problem-based learning approach was used. The problem-based learning 
approach, where possible, had scenarios that depicted the service-user as the focal 
point and encouraged students to think less about their professional boundaries and 
more about the benefits they could provide for the service-users in their care. The 
methodology employed to assess the attitude of the students and staff to these shared 
learning opportunities is presented in Chapter 5.
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CHAPTER 5
METHODOLOGY TO INTRODUCE SHARED LEARNING INTO THE 
SCHOOL OF HEALTH AND COMMUNITY STUDIES
How Best Could Shared Learning Be Introduced?
At the University of Derby the research investigation centred around the monitoring of 
the implementation of shared learning into four programmes, each leading to a BSc 
Honours degree award, namely the:-
BSc Honours Diagnostic Radiography (Full time)
BSc Honours Therapeutic Radiography (Full time)
BSc Honours Occupational Therapy (Full time)
BSc Honours Occupational Therapy (Part time, for the first four years)
The most effective way to monitor the implementation of shared learning on the 
undergraduate programmes was considered to be a longitudinal study over the three 
years of the course. This, it was thought would, amongst other things, then enable 
observation to be made of the changes in one cohort of students in each degree course as 
they progressed towards graduation, as well as allowing the changes that occurred in 
each new cohort of students in each year of the courses to be noted. The overall aim of 
the study was:-
To monitor closely the effect of the implementation of shared learning on 
the undergraduate programmes in Diagnostic Radiography, Therapeutic 
Radiography and Occupational Therapy at the University of Derby.
To achieve this, an appropriate methodology had to be selected which would be a
"Systematic and sustained enquiry, planned and self-critical'' (Stenhouse 1992).
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First, it was necessary to establish what aspects were to be monitored and why. From 
Chapter 3, it had been established that the literature search and the experience of others 
implementing shared learning had resulted in a set of pitfalls and benefits becoming 
apparent. These pitfalls and benefits would, therefore, form some of the substance of 
what was to be monitored. Implementing shared learning into any curriculum, however, 
must be undertaken with a specific purpose in mind, and monitoring whether the pitfalls 
and benefits exist over the length of the study is only deriving a limited part of the 
results. The government through its many reports (as stated in Chapter 1) and others 
who have tried to implement shared learning were trying to create a more effective team 
to deliver health care in the future. That is, a team which, through knowledge of the role 
of each individual member of the team, could work more effectively and which could 
feel that the goal of this multi-professional team was more important than the protection 
of any one of the professions making up the team.
Measuring the effectiveness of such a team in practice would demand that it was already 
available and had already undertaken shared learning activities. This was not possible, 
however, as the shared learning undergraduate programme in Derby was one of the first 
to be implemented. Distinguishing whether the team would adhere to the team goals 
rather than to protect an individual profession was also not possible, for similar reasons.
It was possible, however, to monitor the implementation of shared learning over a four 
year period at Derby, to see if the attitudes of staff and students changed over this time. 
If at the end of the study the individual staff and the individual students had a more 
positive attitude to each other, then there was a likelihood that they would work more 
effectively in practice. Proof of whether this was the case would then need a further 
study. However, monitoring the changes in attitude of the staff and students as the 
programme was implemented, whilst possible, needed to be carefully considered. A 
review of the research methods which could be used for this and deriving the appropriate 
methodology were therefore necessary. In reviewing the research methods, the 
epistemology (i.e. the theories that underpin the methodology) was therefore undertaken.
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The Epistemology of Qualitative and Quantitative Research Methodologies.
The purpose of quantitative and qualitative research is the same, that is, to cultivate 
knowledge (Field and Morse, 1990) but the epistemology of the two methods does 
differ. Quantitative research methods date back to the 17th Century (Comte cited by 
Hughes 1990) and observe strict methods of formulating questions or hypotheses which 
are tested according to a number of already agreed scientific laws and conventions. 
Qualitative research on the other hand is less preoccupied with sampling theories and has 
been summarised as “concern with experience as it is ‘lived’, ‘felt’ or ‘undergone’ 
(Sandelowski, 1986).
In distinguishing between the two, quantitative methods would be described as providing 
measures of predetermined variables and would concentrate on how often an event 
occurs, while qualitative methods look more at the way the event occurs. Qualitative 
techniques develop theories inductively from the data but only test theories in a limited 
way, whereas quantitative methods are primarily intended to test and explore existing 
theories through new data. One of the most striking differences between qualitative and 
quantitative methods is the way that they identify the categories which are relevant to the 
study. Quantitative research methods isolate and define categories prior to the research 
being undertaken, whereas qualitative research methods approach the research in a more 
open manner and only categorise and define the research during the research process. In 
summary, the quantitative research approach has well defined categories and the 
qualitative research approach aims to categorise the object of the research as the research 
develops (McCracken, 1988). In monitoring the changes in attitudes of staff and 
students in this study, it was thought that a questionnaire, appropriately constructed, 
could be used to give quantitative data. Many questionnaires have been constructed to 
measure attitudes, and numerical data derived in this way would give a quantifiable 
result, but would it give the true picture or only part of it? Producing just a number after 
four years of monitoring would not give a feel for the true nature of the change and 
developments which had occurred over the four years. Equally, if only qualitative data 
obtained from interviews or from video taping of sessions were used, then again the 
outcome could lack substance and would certainly be open to criticism that the
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researcher was biased.
It would appear that choosing either qualitative or quantitative research methods would 
provide only part of the answer. In fact the use of either qualitative or quantitative 
methodology has been criticised from a social science perspective.
As Maanen (1992) states
"There seems to be something o f a growing disenchantment with the results o f 
quantitative studies as currently conducted",
whilst Fletcher (1974) stated:-
uThe trivialisation o f the social conditions o f man, the qualitative method, degenerates 
into a voyeur’s fantasy”.
This same conclusion has been reinforced during the time in which this research study 
has been conducted, as many research studies carried out in health care settings have 
used either qualitative or quantitative methodologies. Typical examples of these can be 
found in the work of Fletcher (1974), Miller and Kirk (1986) and Koch (1994).
Tope (1999) however, states that whether qualitative or quantitative research methods 
are used for evaluation, each:
“contributes to the accountability and development o f practice and should be the work 
o f every professional, whether in the NHS or Higher Education ”,
So, a combination of both qualitative and quantitative research mechanisms to form 
what Denzin (1989) (as cited by Kimchi, Polivka and Stephenson, 1991) called 
"Triangulation", may offer part of the solution.
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Triangulation involves the use of two or more research methods in one study to obtain 
diverse views about the topic. Examples include:
i) Theory triangulation in which competing theories or rival hypotheses give 
alternative explanations about the same phenomenon and if the two competing 
hypotheses produce the same end result, then the method of triangulation is said 
to have validated the results.
ii) Method triangulation which is another example of using two or more research 
methods in one study to derive the research data.
To monitor shared learning over the four-year period at Derby, where multiple sources 
of data and methods which complemented and reinforced each other could be used to 
develop the outcomes, method triangulation was thought to be the more appropriate to 
use, (Bryman 1986).
Further analysis of triangulation by May (1989) divided it into inductive and deductive 
formats while Morse (1991) went even further by giving health care examples of 
inductive, deductive, sequential and simultaneous triangulation.
As the research in Derby was designed to take place over a number of years and as it 
would be monitoring changes both in terms of course developments and the attitudes of 
staff and students, the sequential, deductive approach seemed to be the most 
appropriate. Kimchi et al (1991) progressed the triangulation methodology still further,: j
by identifying a multiple triangulation methodology that uses a combination of two or 
more types of triangulation. For the research in Derby, this appeared over-complex and 
it was considered better to ensure the validity of each of the methodologies used in the 
single triangulation.
Another approach, which seemed fashionable in the nursing field at this time, was 
phenomenology, and some consideration was also given to this, prior to commencing the 
investigation at Derby.
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The Phenomenological Approach
Various nursing researchers including Ornery (1983), Morse (1991) and Walters (1995)) 
have described the use of the phenomenological approach to carry out a research study 
and one of these, Omery (1983), stated that:-
"Tlte phenomenological method is an inductive, descriptive research method. The 
task o f the method is to investigate and describe all phenomena including human 
experience in the way these phenomena appear".
On the other hand, Baker, Wuest and Stem (1992) and Walters (1995) have criticised the 
way in which the phenomenological approach has been used by nurse researchers, 
Walters (1995) stating that:-
"Most researchers refer to phenomenology as i f  it were a homogeneous philosophical 
school that lends itself to the development o f a single phenomenological nursing 
research method".
Omery’s work (1983), however, indicated that a growing group of nurse researchers 
using phenomenology seemed to reduce the human being in their studies to little more 
than an object with many small quantitative units. So, as an holistic approach, which had 
a good epistemology, was required for this research investigation at Derby, 
phenomenology as an approach was not thought to be appropriate for the current study. 
Instead, a review of the approaches used by the teaching profession was undertaken, to 
see if other approaches would provide a more appropriate way of reviewing shared 
learning amongst health care professionals.
An approach was sought which would encompass the ongoing changes in a multivariate 
social context. Conway (1975) described one such approach, which had been used in an 
inter-professional study at Hatfield Polytechnic, as "operational research". He listed 
rules that he considered should be followed so that there would be no conflict with the 
laws of social multi-professional interaction in a research study. Conway outlined how
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the interaction amongst two or more different professions may range from simple 
communication of ideas to mutual interaction. It was further recognised that the inter­
professional group consisted of persons trained in different fields of knowledge with 
different concepts, methods, data and terms but organised into a common effort, on a 
common problem, with continuous inter-communication among the participants from 
different professions. Operational research is very similar to action research which 
Stenhouse (1992) stated, should "contribute not only to the practice, but to the theory 
o f education and teaching which is accessible to other teachers". In 1995, Hart and 
Bond outlined why action research was so appropriate to health and social care, 
particularly where problem-solving and improvement were on the agenda. They cited 
Webb (1994) who pointed out that nurse researchers are increasingly seeing action 
research as an approach which offers opportunity to analyse issues, solve problems and 
devise action plans to improve standards of care, whilst still evaluating those plans.
Action research appeared to be the more appropriate approach to use for a focused, 
longitudinal, attitudinal, inter-professional study, where the researcher is a participant in 
the change process. So, the reliability and validity of such a study required appropriate 
consideration.
The Reliability and Validity of Action Research
The difficulty of proving reliability and validity in research of this nature is not new to 
action researchers. Reliability refers to the extent to which studies can be replicated, but 
almost by definition this poses major problems in a situation where there are multiple 
factors to consider and where the change is ongoing in nature.
Le Compte and Goetz (1974) suggested that rather than a replication of the study 
proving that the research has been worthwhile, perhaps we should look at the general 
ability of the study. They suggested that the research should consider five major 
problems, the:-
i) researchers status position.
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ii) informant choice, social situation and conditions.
iii) analytical constructs and premises.
iv) methods of data collection and analysis.
v) researcher approaches rather than external reliability.
The more the five problems are reduced, for instance by techniques such as 
triangulation, the greater the reliability. It is clear that to some extent the problems are 
unavoidable, so it should be monitored and evaluated.
With regard to validity, it would appear that most interpretative or ethnographic research 
tends to argue that, to some extent, reliability is sacrificed in order to achieve greater 
validity. Validity follows from the wide variety of techniques employed and these are 
shown below. As with all research, the validity may be reduced either by the observer 
effects or by the fact that the participants may have behaved abnormally.
The aim with research of this kind should be to achieve, within the mind of the reader, 
the concept of understanding, such that the research could be carried out in another 
situation. If the concepts are appropriate and seem to have validity, for example, they 
are understandable to all participants in the new situation as part of their reality. Perhaps 
that is all that is necessary. Readers of the research who can identify with the concepts 
will then apply rather than conceive the process.
In the current research investigation, a range of research methods (qualitative and 
quantitative) was used in an attempt to achieve triangulation and to improve the validity 
of the methodology. This was undertaken over a period of four years in a longitudinal 
study. Changes have occurred over these four years which have been monitored through 
course committee minutes and some video taping, to provide further qualitative data. 
Not all of these changes were apparent through these methods of monitoring and
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therefore, where necessary, such changes have been identified and could have impacted 
on the results in order to record the action-taking place.
As the main method of research was an attitudinal questionnaire (containing both 
quantitative and qualitative statements), consideration of the validity and reliability of 
the specific questionnaire used is presented later, in Chapter 7. (See page 113). In 
addition to the considerations with regard to the questionnaire, the design of the 
curriculum also needed to be considered.
Designing the Curriculum
After reflecting on the experiences of others who have tried to implement shared 
learning into the curriculum and on examining the pitfalls and benefits of such practice 
(see page 51), it was considered possible to formulate a model for shared learning which 
could be tested in practice at Derby.
The traditional way of educating health care professionals had been likened to 
Bernstein's 1971 collection code (as cited in Jolley 1987), in that subjects were seen to 
be clearly bounded and separated from each other. In preparing for this research 
investigation, it was believed that it was exactly this separation of subject matter into 
discrete isolated packages, as they were previously taught in the different uni­
professional Schools, that was responsible for the lack of knowledge of the ways in 
which the individual professions could cooperate and collaborate with one another for 
the benefit of the service-user. Later, Beattie (1995) was to carry the idea forward by 
arguing that in uni-professional Schools, where most pre-registration health care 
professionals were taught, the students were, and still are, exposed to the every day ritual 
of learning. In these rituals they create separate and distinctive ways of thinking and of 
relating. It is in this very environment, Beattie believes, that the "tribalism" in health 
care originates and is reinforced in every cohort of student professionals.
Bernstein's (1971) collection code allows for the breaking down of barriers and for a 
progressive development, where, if boundaries were re-formed, they would be formed in
a different position. Beattie (1995) suggested four new models, rather than the 
traditional medical model, which would allow a more integrated approach. These are the
i) biotechnical model of health which focuses on the mechanical defects of a 
human being and sets out to rectify these in the light of biomedical sciences and 
technologies.
ii) biographical model of health which focuses on troublesome life events that are 
significant for the individual and which aim to help the person develop strategies 
for coping with them.
iii) ecological model of health which is concerned with the risks and hazards of 
human environments and seeks social intervention to reduce the risks and protect 
the vulnerable.
iv) communitarian model of health in which social groups and social values are 
mobilised to share their health concerns and engage in co-operative advocacy 
and campaigning for change.
Each of the above has its merits. It is important that an attempt is made to look at an 
individual from different aspects, as different models appeal to different sets of health 
and social care professionals. The teaching forum now runs across the traditional 
boundaries of the mainstream professions, in the hope that health care workers are 
encouraged to come together, leam together and work together. Rawson (1994) looked 
again at the ways different professional groups worked together and outlined how in 
different circumstances different interactions between the professionals could occur. He 
used circles, elipses and rectangles to give diagrammatic demonstration of his theory as 
reprinted below:
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Diagram 1: Therapy for Back Pain
In Diagram 1 the rectangle indicates the universe (U). Circles or ellipses inside the 
rectangle are discrete sets.
U = the available therapy for back pain
A = osteopathic manipulation
B = medical treatment
C = orthopaedic surgery
In this example orthopaedic surgery is available as part of medical treatment, 
osteopathy is not. A similar method can be used to indicate the traditional education 
of diagnostic radiographers and therapeutic radiographers. (See Diagram 2)
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Diagram 2: Education of Diagnostic and Therapeutic Radiographers
and Occupational Therapists
OT
D = Diagnostic radiography students
T = Therapeutic radiography students
OT = Occupational therapy student
Diagram 2 shows how in some UK Schools, diagnostic radiography students and 
therapeutic radiography students shared their education. Indeed the qualifying 
examination system of the College of Radiographers (which was the qualifying 
examination prior to universities providing degree level qualifications) has two parts to it 
and Part One was undertaken by both diagnostic and therapeutic radiography students. 
So even in Schools which did not have both professions studying alongside each other, 
the students of each profession had to be aware of the other profession and each studied 
the same subjects for their Part One examinations. Traditionally, Occupational Therapy 
Schools were always distinct from all other professions in their training.
If the diagrams are now used to try to illustrate the interactions of the various health 
professions according to a service-user's symptoms, it becomes apparent why service- 
users feel as if they are "waiting around whilst the professionals sort themselves out"  
(see Chapter 2 page 34).
A mother who has a nervous breakdown may see her GP, a social worker (for the impact 
of her condition on the children) and a clinical psychologist.
Diagramatically this is shown in Diagram 3
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Diagram 3: A Mother with a Nervous Breakdown
sw
p
GP
Patient
General Practitioner
SW = Social Worker
CP = Clinical Psychologist
Each of the professionals will see the service-user but the only correspondence between 
them will usually be a written note of referral and even then the clinical psychologist will 
usually correspond through the GP and not with the social worker directly.
Each of the professionals will also have been educated separately and their only 
knowledge of the others work will have been acquired through their work, not through 
their formal education. Even more separation exists for the diagnostic radiographer, the 
therapeutic radiographer and the occupational therapist. (See Diagram 4)
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Diagram 4: A Service-User with Lower Back Pain
GP General practitioner
P Patient
OT Occupational therapist
D Diagnostic radiographer
T Therapeutic radiographer
R Radiologist
In Diagram 4 a service-user with lower back pain would go to their GP. The GP would 
refer the service-user to the diagnostic radiography out-patients department for X-rays 
on his/her lumbar spine. The diagnostic radiographer would then take the X-rays. If for 
example, the radiologist (doctor specialising in radiography) diagnoses secondary cancer 
deposits in the spine, this would then be reported to both the Radiotherapy Department 
and to the GP. The GP or radiologist could then request radiotherapy treatment for the 
service-user. The radiotherapy radiographer would then carry out the treatment 
requested. The GP would be kept informed of the service-user's progress and once the 
service-user recovered may refer him/her to an occupational therapist, in order for the 
occupational therapist to assess the service-user and to advise on the aids necessary to 
help the service-user get around the home.
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It could be argued that in the above scenario the diagnostic radiographer, the therapeutic 
radiographer and the occupational therapist do not need to know what happens to the 
service-user outside their individual care. When looking at it from the service-user's 
point of view, the service-user is being sent from one member of staff to another with 
very little idea of the reason why or of the roles of the different professionals involved. 
The staff (with whom the service-user is interacting) have very little idea of what the 
service-user has been through and what the next stage in the events of the service-user's 
condition will mean. If these professionals were educated together, perhaps the scenario 
would be different.
Unfortunately, the University of Derby, where this current study is based, does not run 
courses leading to medical qualifications. It was, therefore, not possible to design a 
shared programme for GPs along with diagnostic radiographers, therapeutic 
radiographers, and occupational therapists. A programme designed for radiographers 
and occupational therapists was possible.
Forcing different professional groups to be taught together and expecting a similar 
reaction from each group is not logical and can in fact be detrimental to the process of 
inter-professional understanding and working. If scenarios are carefully organised to 
allow professionals to interact in a similar way to that which they might do in practice, 
a more positive outcome will be the result.
Bernstein's 1971 collection code curriculum proposition is that although the boundaries 
between professions may initially be distinct (as identified by the circles shown in the 
above diagrams), a situation could arise where boundaries collapse, and as the 
curriculum becomes integrated these boundaries become redefined and more of the 
curriculum becomes collective. Rawson would probably depict this as indicated in 
Diagram 5:
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Diagram 5: Boundaries Between Professions
Initial scenario End Result
N = nurses
D = doctors
Such a programme would not of course challenge head-on the obvious power struggles 
that have been reported to occur when shared learning is undertaken by such diverse 
groups as doctors, nurses and social workers etc. Radiographers (diagnostic and 
therapeutic) and occupational therapists, do still have their own preconceived 
professional identities and roles, and at the time of the commencement of this research 
investigation, had experienced little in the way of shared learning during training.
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If the consequences of this are considered in terms of curriculum design, then any new 
programme which is being designed to incorporate shared learning must:
i) demonstrate the overlap that exists in the curricula of different professional 
groups.
ii) have the facility to test out whether these aspects of the curricula are appropriate, 
at various points during the operation of the course.
iii) enable the curriculum to be modified in accordance with the new boundaries 
which are being set up throughout the course.
Hammick (1998) brought an added dimension into play by defining two types of inter­
professional education, Type 1 being undergraduate education and Type 2 being post 
graduate education. Emphasis in planning the curriculum for either type, focuses on the 
individuality of the students. This then requires the curriculum to be developed in such a 
way as to provide a means by which students have time to identify both their own 
individual values and the values of each profession. The students also need time to 
reflect on their experience throughout their training and to learn, in various ways, about 
both their own profession specifically and about inter-professional issues.
Problem-based Learning within Curriculum Design
As reported earlier, the move of health care education into the higher education sector 
was brought about in 1989 by Working Paper 10 of the Government White Paper, 
“Working for Patients”. This was aimed at helping the integration of health care 
educators, as it was seen that they could now work towards what Pelligrino (1977 - cited 
by Piggot 1980) described as a “coronation” for Schools. This “coronation” was 
concerned with the individual mission of the professional groups, i.e. it was aiming to 
provide manpower and advanced knowledge suited to the major needs of the society in 
which they serve.
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Even at this early date, Pelligrino is said by Piggot to speak of optimising relationships 
between different health professions, in order that students could experience a common 
language and an understanding of each others roles, as they developed a capacity to 
work together. Wolman (1977) had also recognised the necessity for participants who 
came together from different backgrounds, needing to acquire a new language. 
However, many of the groups had thought that the acquisition of the new language 
would mean taking onboard all aspects of the other profession’s language, terminology 
and jargon. Others thought that a more simplistic language would be produced which 
would mean that each profession would reduce the terminology it used, so that the 
lowest commonly understood language would be used by all parties. This was feared by 
some as likely to erode the professional base of those involved. In the event, the 
combined group found a new vocabulary by combining the jargon and peculiarities of 
the language of the individual professions.
Piggot (1980) also cites Wachter (1976) who, he claims, explains how communication in 
an inter-professional group developed into another language as the thinking of the 
different professions became one. This common, yet more complex, language is very 
readily understood if one considers the combined professional groups working together 
to resolve the issues concerning a specific service-user. It is this concentration of 
professions on one problem in a learning environment that is termed problem-based 
learning.
It is important that learning in a multi-professional group has incorporated within it a 
concentration on a problem involving all the professions. As Pigott (1980) outlines, the 
most useful activity in the multi-professional groups working together, appears to be 
concentration on service-user problems and related tasks. This allows each member to 
understand the value of his/her own contribution and to appreciate the differences in the 
framework and the approach of the other professions. This type of emphasis was 
endorsed by Harden (1984) when he wrote about problem-based learning in the context 
of the education of doctors; by the World Health Organisation (1988), which identified 
problem-based learning as the educational methodology for health and social care 
professionals; by Foldevi and Trell (1993) who outlined a process of problem - based
learning in a community - orientated health promotion of professionals; and by Funnell 
et al (1992) who studied problem-based learning for the education of health care 
professionals as a whole.
What Does the Problem - Solving Method Entail ?
Use is made of a problem - solving approach when students are given responsibility to 
help each other, to share information, to achieve mutual understanding and to develop a 
common plan of action. The purpose is to bring the students together to understand the 
problems chosen or the methods used to emphasise the purpose. The students must be 
given responsibility for their own learning and must be provided with opportunities to 
put this into practice. An example of this is a problem - solving programme which was 
devised in Boston, (Malzen-Shelly Muhl, 1988) on the basis of several underlying 
assumptions. These included the following:-
i) Inter-professional education should supplement not replace the work of the 
students in their separate professions.
ii) The programmes should primarily subject students to value confrontation i.e. the 
need to reconcile the value of judgements made by students from several 
professions.
iii) Value confrontation requires groups small enough to engage in free, frequent 
interchange of thoughts and opinions.
iv) Value confrontation is facilitated through joint analysis and attempts resolution 
of real problems of immediate concern to society. The "reality" of the problem, 
requires "reality" in the process of resolving it, forcing students to assume 
unfamiliar roles which many may occupy in later life.
v) The problem selected for analysis should be carefully circumscribed
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vi) A written, carefully designed research report, must be produced, as this will 
avoid an essentially unstructured, superficial experience without direction or 
goal. The requirement of a report enhances the quality and depth of process. 
The student is required to synthesise the value of the learning and the subsequent 
widening of perspective which is the goal of inter-professional education. The 
evaluation report of this exercise emphasises j the enthusiasm generated, 
particularly by students. !
Linkoping has taken the problem-based learning method a stage further, and has 
developed seven jumps which the students should take during their solving of a problem. 
(This was mentioned in Chapter 3, page 49 and the seven jump model is presented as 
Appendix C)
Model of Shared Learning in the New Courses
In taking into account the factors regarding curriculum design, it was important to 
recognise that where the students were brought together to cover a specific syllabus 
area, problem-solving approaches were used as much as possible. In these problem­
solving scenarios, it was emphasised that consideration should be given to the impact 
on the service-user, and that tutors should bear in mind what effect this type of 
teaching was having on the redefining of the professional boundaries.
iiiThe model of shared learning in the new courses modified the Russian doll approach• I
(Chapter 3 page 57 and Appendix D). The basic sciences were taught alongside the
i  1profession specific aspects and, in addition, the students were encouraged to gain a 
better overall understanding of the impact of their profession on the service-user and 
on the other professions with whom they were working.
Designing the Questionnaire
In order to undertake a longitudinal evaluation of the shared learning experience of both 
students and staff, it was necessary to design a specific questionnaire. It had become
apparent that the most crucial indicator for change was that of attitudinal change and 
Arnold (1995) stated that a positive attitude to inter and multi-professional working is 
best engendered during the pre-qualification education, before the recruits achieved the 
traditional view of working. As no attitudinal questionnaires concerned with shared 
learning were available prior to this study, Oppenheim (1992), who had looked at the 
design of attitudinal questionnaires in general, was used as a base from which to start. 
The experiences of Carpenter and Hewstone (1996), who had looked at the similarities 
and differences in attitudes and skills of members of different professions, confirm that 
the correct factors were taken into account when designing the attitudinal questionnaire.
In 1991, Robinson, published collections of tested attitudinal measures, but the validity 
of these scales had been criticised by Kline (1993). In addition, on reviewing these 
measures, none was found to exactly meet the requirements for monitoring the 
attitudinal changes of the staff and students identified for this study. It was, therefore, 
necessary to specifically design an appropriate attitudinal questionnaire for this study.
Monitoring Attitudinal Changes
In considering how monitoring the attitudes of staff and students was to be best 
achieved, two scaling types seemed to be appropriate for consideration, the Thurstone 
and the Likert.
Thurstone-type Scaling
In 1929, Thurstone and Chave published the article "Attitudes Can Be Measured". At 
the time, this was seen as radical as, up to this point, attitudes were seen as being too 
vague and subjective for any real measurement to be undertake. Other workers further 
developed Thurstone scales such that a list of statements was constructed with which a 
respondent could either agree or disagree. The sum of positive responses was then used 
in a scoring system. The problem with this method of scoring is that only the positive 
responses are noted.
91
Likert-type Scaling
In constructing a Likert scale both positive and negative statements are formulated and 
the respondent chooses one from a scale of; Strongly Agree, Agree, Disagree, or 
Strongly Disagree.
A further middle line response could also be included, that of "Undecided". However, 
researchers often omit this middle column, as there is a tendency for respondents to use 
it and "play safe". Its exclusion forces the respondent to make either a positive or a 
negative response, a situation which was preferred in the current research investigation 
and which was supported by Stenhouse (1992) who stated that:
”Researchers must justify themselves to practitioners, not practitioners researchers”
In the context of research into shared learning (where no matter how carefully the 
strategy for introducing the change in curriculum delivery is planned, there will always 
be a necessity to monitor ongoing change), it seemed that action research would be the 
most appropriate research methodology to select.
It was decided to undertake a longitudinal (over four years) action research study into the 
implementation of shared learning at the University of Derby, using the Radiography 
and Occupational Therapy students and their tutors as the prime focus of investigation, 
using a 4 response Likert scale.
As the courses were being undertaken to give the students a professional as well as an 
academic orientation, it was important to ensure that not only were the correct 
knowledge and skills acquired, but also that the attitudinal factors were taken into 
consideration, as suggested by Jarvis (1983).
The courses were modified over the duration of this study and in order to fullfill the aims 
and objectives (page 5) and relate the responses given in the attitudinal questionnaire to 
the resultant changes in the courses, a log of the changes was maintained. (Minutes from
Course Committees and Examination Boards were found to be useful tools in 
maintaining this log).
In addition to the analysis of the responses to the statements in the attitudinal 
questionnaire, the courses were monitored by using the following mechanisms:
i) Course Committees; both in attendance as a participant observer and by 
using the minutes of the meetings.
ii) Examination Boards; both in attendance as a non-participant observer, and 
again by using the minutes of the meetings.
Conclusion
Several different factors, as outlined in this current chapter, are now known to be very 
important when considering the design of the curriculum and any research questionnaire 
that might be used in the introduction and development of inter-professional education 
(Sommer and Sommer, 1991).
For example, any model of inter-professional curriculum design should always 
incorporate ways in which students from one profession can interact to different extents 
with students of other professions and, where necessary, this should enable a redefining 
of the boundaries which have traditionally existed between the professional groups. In 
addition, it has been found that it is essential to place the service-user at the centre of the 
issue, whilst at the same time always considering the service-user’s needs (Forman, 
Jones and Morley 1994).
With regard to the designing of the questionnaire, it has been established (Morse, 1991; 
Oppenheim, 1992) that choosing the correct methodology for the research is crucial to 
establishing the appropriate outcomes. In choosing an appropriate methodology for the 
research to be undertaken at the University of Derby, a wide variety of research 
approaches including those by Mitchell (1986); May, (1989); Morrison (1990); 
Morse, (1991) and Sommer and Sommer (1991), were all considered. As a result of
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this, and of the action research nature of this proposed longitudinal, attitudinally- 
based study, it was felt that a sequential, deductive, triangulation of quantitative and 
qualitative research methodologies would be the most appropriate to use. This 
approach has since been supported by the more recent research reports of Hart and 
Bond (1995) and Walters (1995). It was considered important that the quantitative 
methodology should be validated and the next chapter, Chapter 6, describes the way in 
which the questionnaire, as the main research tool, was developed and validated.
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CHAPTER 6
QUESTIONNAIRE DESIGN AND ITS VALIDITY 
Designing a Method for Measuring Attitudes
The research was conducted over a four year period which allowed for the three year 
duration of the programmes to be considered in a longitudinal study in which, in each 
academic year, the students could be given the same questionnaire. Changes as each cohort 
progressed through the course and comparison of cohorts of students could then be 
monitored. The chart below shows the phase of research and the years of study investigated.
Phase of Research 
Phase 1 = 1994/5
Y rl Yr2 Yr3 Year o f Study 
« «
Phase 2 = 1995/6 « «
Phase 3 = 1996/7 « «
Phase 4 = 1997/8 « «
.AAA AAA A A A
Three Sections
The questionnaire itself (Appendix E) was designed such that the methods chosen for 
analysis could be applied to it without any problems. It was constructed in three sections.
Section 1 was used to identify the background of the respondent, i.e. which course, year and 
subjects the respondent was studying/teaching.
Section 2 was used to derive information relating to the attitude of the respondent to shared
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learning. This section was the largest of the questionnaire and the way in which it was
formulated is discussed later. In the main, it allowed the collection of quantitative data.
Section 3 allowed the respondent to express further views with regard to shared learning and 
provided the main qualitative section of the questionnaire. !
Attitudinal Measures
One of the principal findings of the literature review was that the existing attitudes to shared 
learning of both staff and students needed to be taken into consideration when devising and 
attempting to implement shared learning into any educational programme (Leninger, 1976). 
If a member of staff or a student already felt, for example, that the shared aspects would 
erode their professional identity, then, despite any other factor, the implementation of shared 
learning would probably not be successful. The questionnaire was given to both staff and 
students. As can be seen from the questionnaire, the staff/students were provided with a 
number of statements concerned with inter-professional/shared learning, with which they 
were asked to strongly agree, agree, disagree or strongly disagree. The answers they gave to 
these statements were then collated and the analysis was based on this information.
Previous Research
"The best advice we can offer to those starting out to write attitude questions is to 
plagiarise" !
(Studman and Bradburn ,1991) !
At the time of commencing this research investigation, limited research had been undertaken 
in this area and none with respect to undergraduate education in the professions chosen for 
this study. Some research into shared learning had been undertaken on post graduate 
courses at South Bank University. The questionnaire used in the South Bank study had 
sections which were used as questions/statements 5 and 6 of the questionnaire used at Derby 
as a source of attitudinal questions relating to shared learning.
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Attitudinal Statements
The other statements in the current investigation were written bearing in mind Oppenheim's 
(1992) view that:
" statements should be meaningful and interesting, even exciting, to their respondents. "
Initially, 150 attitudinal statements covering the benefits and pitfalls were written. Sommer 
and Sommer (1991) advised that a panel should be asked to respond to the statements to 
ensure that the attitudinal response of any future respondent could be verified against the 
panel’s decision. So, using this process, a panel of 12 reduced the original 150 statements to 
the 33 which constituted question/statement 9 of the questionnaire.
The Pilot
As Harden (1984) pointed out, one of the problems in undertaking attitudinal research is the 
collecting of both quantitative and qualitative data. Coupled with this is the need to test 
whether the questions being asked are being interpreted as planned and whether any possible 
additional areas are being inadvertently missed.
The questionnaire was piloted by asking the student body to elect 12 representatives to 
complete the questionnaire and to then be interviewed about their responses. The interview 
served to:
i) ensure that the students felt they could openly express their views without being pre­
judged.
ii) enable modification of the questionnaire in terms of its overall design. (For 
example, the pilot questionnaire had not been constructed in themes but with the
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questions randomly distributed, so that the students were not influenced in any way. 
This random distribution seemed to confuse the students, whereas once the 
questions were grouped into themes, the students saw more relevance to themselves 
and so were more confident in expressing their views).
iii) help with the re-wording of some of the statements/questions.
iv) identify additional statements/questions which ought to have been asked. (Such 
statements/questions were, for example, introduced on the social aspects of the 
course).
v) ensure that space was provided on the questionnaire for students to expand on their 
views and to identify further issues that they thought needed consideration.
As a result of the pilot study, the questionnaire was modified to take into account the 
responses received.
The Three Sections of the Questionnaire -  (See Appendix E for an example of the full 
questionnaire). The questionnaire is divided into the three sections identified below:
Section One 
Students Background
This section, as already stated, provided the factual information on the students 
background e.g name, course, year, subjects etc.
Section Two
The second section sought to derive information on the attitudes of the students and was 
constructed in themes. These themes were solely to simplify the way in which the student
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could answer the questionnaire and incorporated the feedback from the pilot study.
The themes in the questionnaire were as follows:
(Question 5) 
(Question 7) 
(Question 8) 
(Question 9) 
(Question 9) 
(Question 9) 
(Question 9) 
(Question 9) 
(Question 9) 
(Question 9) 
(Question 10)
The pilot study identified the theme “Social Aspects of the Course” which, although not 
actually part of the taught course, was never-the-less thought to be part of the students’ 
overall education. The theme Curriculum Issues was included as a theme as it had been 
used in a previous questionnaire.
The Concepts
It was felt helpful in analysing the attitudinal aspects of the questionnaire to relate back to 
the benefits and pitfalls identified in the literature review and summarised in Table 9 on 
page 51 and to the topics identified by the staff and student interviews in the pilot study. 
The concepts and related questions were identified as follows:
Inter-professional/Shared Learning in 
Clinical and Learning Settings 
Curriculum Issues 
Importance of Statements 
Working Practice 
The Other Professions Roles 
Support From the Institution 
Logistical Aspects 
Problem-based Learning 
Social Aspects of the Course 
Curriculum Aspects 
Cost Effectiveness
Curriculum:
Questions, R5a, R5e, R5g, 8a, 8i along with those under the heading "Curriculum 
Issues " (Question 7) of the Attitudinal Section of the questionnaire, 9C1, R9C2, 
rev9C3, 9C4, R9C5.
Social:
Questions in the Attitudinal Section under the heading "Social Aspects" relate to this 
area, i.e R9S1, R9S2, 9S3, 9S4, 9S5, 9S6
Table 10: Pitfalls and Benefits with the Key Statements
THE PITFALLS KEY STATEMENTS THE BENEFITS KEY STATEMENTS
Getting the 
logistics correct
9LA1, R9LA2, 
9LA3, R9LA4,
The breaking down of
inter-professional
barriers
5b,8g,8h
Is equal status 
important? R4
The knowledge of 
when to refer to 
another practitioner
5f,R8c
The need for
institutional
support
9SI1,R9SI2, R9SI3, 
R9SI4, R9SI5, 
R9SI6,
The cost effectiveness 
of future practice RlOa, 10b,
Common goal 
identification 5c,5d,8d,
The value of problem 
centred/common focus 
learning
9PBL1, 9PBL2,
The acquiring of 
information about 
other professionals 
roles
90PR1, 
R90PR2, 
90PR3, 90PR4, 
R90PR5 
R90PR6,
The altering of 
attitudes and the 
changing of 
stereotyping
9WP1, R9WP2, 
R9WP3, 9WP4, 
8b, 8f
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Key to Table 10
R Reverse
PBL Problem Based Learning
OPR Other Professionals Role
WP Working Practice
LA Logistical Aspects
SI Support from the Institution
Further testing of the questionnaire
Prior to distributing the questionnaire to the students and staff a further pilot test was 
applied. In this, a group of four colleagues were asked to review the questions/statements 
and to state what their response would be if they were supportive of shared learning. For 
example statement 5a was:
“Inter-professional learning can only involve joint lectures”.
A response of Disagree or Strongly Disagree would indicate that the respondent’s attitude 
was favourable to shared learning as judged by the staff reviewing the questionnaire. Only 
those questions where there was an agreed response from all four staff were used in the 
questionnaire. This resulted in 7 statements from the initial 12 remaining for question 5; the 
initial 6 remaining for question 6; 8 remaining from the original 17, for question 8; and 33 
remaining from the original 45 for question 9.
Developing a research tool
The development and validation of a research tool is a major issue in any meaningful 
investigation and such a research tool (measurement instrument) is expected to 
demonstrate at least three key attributes namely reliability, validity and usability.
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Reliability:
This often refers to the ability of the research tool to measure phenomena in a consistent 
way over time. In other words the research tool should yield comparable results if used 
in the same way at different times. Reliability is normally expressed as a number, 
popularly known as the coefficient. By statistical convention, the maximum reliability 
coefficient is 1.00. Due to confounding variables, it is not possible to develop a research 
tool that is 100% reliable. Thus coefficients of 0.90, 0.80 down to 0.50 may be totally 
acceptable depending on the area of investigation. As far as the development of a 
research tool is concerned, reliability plays an important part in the process of converting 
theoretical ideas into scientific as well as clinical measures. It is one way of putting into 
operation the variables to be investigated. In the current investigation, the dependent 
variable to be measured was attitude and the independent variable was shared learning.
In theory there are several ways of measuring reliability. For instance:
i) Test -retest reliability.
ii) Alternative forms reliability (equivalent forms reliability)
iii) Split half reliability .
iv) Cronbach's alpha reliability.
v) Kuder-Richardson reliability (K-R 20). I
vi) Inter-rater reliability (inter-observer reliability). j
vii) Kappa coefficient of concordance. , I
viii) Kendall coefficient of concordance.
In the current research investigation, the inter-rater reliability test, Kappa coefficient of 
concordance and the Kendall coefficient of concordance were not used. They all entail 
measuring the degree of agreement amongst observers, hence the term coefficient of 
concordance can validate the reliability of a research tool. This approach was not chosen 
for the obvious reason that the participants’ responses were integral parts of the
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questionnaire.
Reliability measures (i) and (ii) above could have been used but were not chosen because 
of issues of timing and the seemingly cumbersome nature of the tests. For instance, the 
alternative forms reliability test required that two separate tools be developed and 
administered fairly close together. Indeed the two tools would be measuring the 
operational variables, thus offering some form of methodological triangulation. The 
Kuder- Richardson reliability test was not chosen as this method is only used when two 
opposing views are being analysed. As a Likert scale was used in the questionnaire, 
Kuder-Richardson would not have been appropriate. For this current research 
investigation, the split half and the Cronbach’s alpha reliability tests seemed to offer the 
most appropriate tests and from these, the Cronbach’s alpha was chosen as this 
essentially is multiple use of the split half test.
Cronbach Alpha Coefficient
The Cronbach alpha coefficient can be useful for constructing the research tool in that it:
i) provides an index of the degree to which the questions/statements measure 
attitudes, and
ii) offers a basis for using the same research tool for future or subsequent studies.
(This is how intelligence, personality and aptitude tests were developed.) So, for the 
purposes of developing the research tool, only the first set of results (Phase 1) was 
analysed for reliability. The assumption being that high Cronbach alpha scores on the 
first set of data would axiomatically mean that the second and third sets of data would be 
equally reliable, unless there were drastic changes to procedures, as data were drawn 
from the same population throughout. (The data set presented in Table 12-15 shows how 
the Cronbach alpha was used to validate the research tool for this investigation. Results 
given are for the four cohorts of students).
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The Questionnaire
The questionnaire was designed to collect three sets of data, namely:
• Biographic data
• Quantitative data
• Qualitative data
Curriculum Issues (see Table 11 below) was a typical example of the type of quantitative 
data that was sought in the development of the research tool. It follows the usual Likert type 
responses to a set of statements.
Table 11: Curriculum Concept in Shared Learning
CURRICULUM ISSUES Strongly
Agree
Agree Disagree Strongly
Disagree
It is important to have shared knowledge 
of life and death issues: abortion, 
euthanasia & bereavement
It is important for professionals to share 
the study of ethics & ethical principles
Shared learning has to address issues of 
privacy and informed consent
Shared learning is about understanding 
the roles of various professions
Shared learning is concerned with the 
quality of service-user care
Shared learning should address substance 
abuse
Shared learning engenders good 
communication
Reliability Score from the Curriculum Concept:
The reliability factor in the first phase of using the questionnaire for the curriculum concept 
was 0.6106 which, whilst below the 0.7 desired, was thought to be sufficient evidence of
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reliability for the questionnaire to continue in subsequent phases. The overall score for the 
curriculum concept taking all four phases into account was quite good at an alpha coefficient 
of 0.8589. The statistic was obtained as shown in Table 12:
Table 12: Curriculum Concept: Cronbach alpha reliability
Mean Std Dev Alpha if item deleted Justification
1 Cl 2.2679 0.9302 0.5371 Curriculum statement
2 RC2 1.9583 0.7195 0.4662 Curriculum statement
3 RC3 2.1458 0.7762 0.5973 Curriculum statement
4 C4 2.1815 0.8533 0.4384 Curriculum statement
5 RC5 1.9375 0.6174 0.5011 Curriculum statement
6 C6 1.7768 0.6653 0.4116 Curriculum statement
7 R5A 1.6607 0.6765 0.1445 Lectures
8 R5E 1.8393 0.6402 0.5202 Classroom
9 R5G 1.9315 0.7278 0.5513 Time out of course
10 6A 1.6607 0.6261 0.4949 Curriculum content
11 6B 1.7232 0.5763 0.5321 Curriculum content
12 6C 1.5000 0.5353 0.4316 Curriculum content
13 6D 1.5952 0.5858 0.4728 Curriculum content
14 6E 2.1488 0.7051 0.5824 Curriculum content
15 6F 1.5000 0.5834 0.3921 Curriculum content
16 6G 1.7262 0.5206 0.4373 Curriculum content
17 8E 1.7798 0.5978 0.5261 Curriculum content
18 8A 1.5208 0.5830 0.3942 Inter-professional
awareness
Key To Table 12
R Reverse
C Curriculum
N of Cases 
N of Items 
Alpha
336.0
18
0.8589
Statistics for Mean Variance Std Dev N of Variables
SCALE 32.8542 42.8652 6.5472 18
The reliability coefficient of 0.8589 is being taken to represent the degree of agreement 
amongst the 336.0 subjects who completed the questionnaire. Using the Curriculum 
Concept as an example, there is good reason to believe that the research tool is reliable. As
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can be seen in Table 13, this conclusion is reached on the basis of computing the reliability 
coefficient of the 336 cases across the 18 items. Indeed the eighteen items constitute all the 
items of the questionnaire pertinent to the curriculum.
Reliability Score from the Social Concept:
The reliability factor in the first phase of using the questionnaire for the social concept was 
0.6389 which, whilst below the 0.7 desired, was also thought to be sufficient evidence of 
reliability for the questionnaire to continue in subsequent phases.
Statements /questions in the Attitudinal Section of the questionnaire under the heading 
“Social Aspects“ relate to this area, and the statistic was obtained as in Table 13 below:
Table 13: Social Concept: Cronbach alpha reliability
Mean Std Dev Alpha if item deleted Justification
1. RSI 2.8961 0.7598 0.6789 Social statement
2. RS2 2.6169 0.7427 0.7202 Social statement
3. RS3 3.3312 0.6163 0.6319 Social statement
4. S4 2.5065 0.6592 0.6667 Social statement
5. S5 2.4351 0.6460 0.6876 Social statement
6. S6 3.2987 0.5844 0.6784 Social statement
Key To Table 13
R Reverse
S Social
N of Cases 
N of Items 
Alpha
154
6
0.7164
Statistics for Mean Variance Std Dev N of Variables
SCALE 17.0844 6.7052 2.5894 6
Although the number of variables used for the social aspects is only six, the number of cases 
(154) ensures that with a Cronbach alpha result of 0.7164, for the four phases. The 
reliability of the questionnaire to test the social aspects has been proven.
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Reliability Score from the Benefits Concept
A similar exercise was undertaken with statements /questions related to the benefits of 
shared learning. These were 5b,5f,8b,8f,8g,8h,8c reversed, the four statements/questions 
under the heading, “Working Practice”; the six statements / questions under the heading, “ 
Other Professionals Role”; and the statement/ question under each of “Cost Effectiveness” 
and “Problem Based Learning”.
The reliability factor in the first phase of using the questionnaire for the benefits was 0.7343 
which was above the 0.7 required to give evidence of reliability for the questionnaire and to 
continue in subsequent phases.
The statistic was obtained as in Table 14 below:
Table 14: Benefits Concept: Cronbach alpha reliability
Mean Std Dev Alpha if 
item deleted
Justification
1. 5b 3.0091 0.7480 0.7240 Team work
2. 8b 2.0000 0.5585 0.7059 Knowing roles helps 
professional
3. 5f 2.3727 0.7402 0.6909 Shared clinical
4. . 8f 1.9727 0.5326 0.6954 Educators dealing with ethics
5. 8g 1.4909 0.5543 0.6923 Shared clinical
6 R8c 2.3000 0.6574 0.7082 Benefit to patient care
7 8h 2.2727 0.7771 0.7102 Team building
8. RCTlOa 0.5545 0.4993 0.7032 Cost not a factor
9. CTlOb 0.5273 0.5015 0.7025 Improved cost effectiveness
10. PBL1 2.0636 0.5630 0.7168 Enjoy PBL
11 PBL2 2.4545 0.6301 0.6934 Enjoy researching topic 
together
12. OPR1 2.0182 0.6494 0.6781 Knowing other role
13. ROPR2 2.9182 0.6373 0.7204 Wants chance to talk to 
colleagues
14. OPR3 1.9455 0.6885 0.6971 Understands differences
15. OPR4 2.3636 0.7260 0.7004 Knows more about the other 
profession
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16. ROPR5 1.9455 0.5558 0.6763 Can see point of shared 
learning
17. ROPR6 2.9909 0.5332 0.7249 Enjoying profession specific 
aspects
18. WP1 1.9818 0.7165 0.6691 Knowing more improves 
practice
19. RWP2 1.8818 0.6315 0.6703 Can see how it would help
20. RWP3 2.0636 0.6944 0.6834 Can see how it would help
21. WP4 2.3182 0.6898 0.6819 Better performance
Key to Table 14
R Reverse
PBL Problem Based Learning
ORL Other Professionals Role
WP Working Practice
CT Statement 10 from questionnaire
N of Cases = 110 ..............
N of Items = 21
Alpha = 0.7083
Statistics for Mean Variance Std Dev N of Variables
SCALE • 43.4455 26.2860 5.1270 j 21
The overall the reliability coefficient for the four phases is 0.7083. Again, a good reliability 
score.
Reliability Score from the Pitfalls Concept
To test one of the pitfalls, the one seen as being the environment in which the students were 
taught, statements/questions relating to the environment/support or to the logistics of 
teaching were correlated along with 8d, 5c,5d.
The reliability factor in the first phase of using the questionnaire for the pitfalls was 0.6674 
which whilst below the 0,7 desired, was again thought to be sufficient evidence of reliability 
for the questionnaire to continue in subsequent phases.
The statistic was obtained as in Table 15:
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Table 15: Pitfalls Concept: Cronbach alpha reliability
Mean Std Dev Alpha if item 
deleted
Justification
1. LAI 1.8276 0.7473 0.8871 Like tutorials with other 
profession
2. RLA2 2.4207 1.1015 0.8860 Room not too small
3. LA3 2.1862 0.9484 0.8890 Enjoy travelling to 
different sites
4. RLA4 2.3931 1.1364 0.8827 Room not too small
5. SI1 1.7690 0.6267 0.8991 Tutors believe shared 
learning will be beneficial
6. RSI2 2.2793 0.7633 0.8898 Do not need updating
7. RSI3 2.1034 0.6626 0.8950 Does not believe it is 
forced
8. RSI4 2.3966 0.8673 0.8852 Do believe the course was 
planned
9. RSI5 .. 2.2862 0.8590 0.8888 It was explained
10. RSI6 2.1310 0.8545 0.8863 Did know about the 
profession
11 8d 1.7793 0.5995 0.8955 Professional bodies 
should lead
12 5c 1.6931 0.6801 0.8971 Looks at patient as a 
person
13 5d 1.6276 0.6163 0.8963 Group coming together to 
solve the problem
Key to Table 15
R Reverse
LA Logistical Aspects
SI Support from the Institution
N of Cases = 290
N of Items = 13
Alpha = 0.8984
Statistics for Mean Variance Std Dev N of Variables
SCALE 26.8931 51.5560 7.1803 13
The reliability coefficient for all four phases was 0.8984, so the reliability of the
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questionnaire to test the pitfalls has been proven.
Cronbach Alpha Result for the Whole Questionnaire
The Cronbach alpha results for each concept derived from the four phases were:
Curriculum 0.8589
Social 0.7164
Benefits 0.7083
Pitfalls 0.8984
So a Cronbach alpha result of above 0.7 had been achieved in all aspects. This ensured that 
the reliability of the questionnaire was beyond doubt.
Section 3
Students’ Individual Additional Views
This section sought to derive further, generally qualitative, statements from the students i.e 
the students individual additional views and perceptions of shared learning.
As already stated, one of the benefits of shared learning derived from the literature 
review, was that shared learning would help the professionals to be more cost effective 
(Scott - Wright 1976) but doubts had already been raised as to whether shared learning 
would in fact make the running of the programmes cheaper. This would of course be the 
case if students were all put into the same classroom and taught together. This method of 
teaching, would not allow for the necessary interaction to take place and such interaction 
would certainly be necessary if true shared learning and inter-professional education were 
to take place.
So the following statements were included in the third section of the questionnaire:
“The following statements refer to cost effectiveness.
Please tick the appropriate box and give reasons for your choice.
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Some people believe that shared learning has been introduced into courses to:
a) make courses cheaper Agree □ Disagree □
Please give reason(s) for your choice
□    -    ..............
□     ............................................................................
b) help the professionals to Agree □ Disagree □
be more cost effective in practice
Please give reason(s) for your choice
□  -     ....................
□     -  - ...............................
A final question was asked to enable respondents to be as open as possible about their 
views on shared learning.
The final question was:
“Please add any personal comments derived from your experience of being involved in 
shared learning”.
□  -  -  - .........................
□       -  -  ----------
Conclusion
The questionnaire was designed using data from the literature review to formulate the 
questions. It was constructed in three sections to give:
i) background information
ii) quantitative data on the attitudinal changes in the student response over the four 
year period.
I l l
iii) qualitative responses.
The questionnaire was slightly amended following a pilot study to include additional 
questions and the quantitative section of the questionnaire was checked using a Cronbach 
alpha reliability test.
The results for each of the four concepts;
Curriculum (0.8589),
Social (0.7164),
Benefits (0.7083)
Pitfalls (0.8984),
were all found to be above the 0.7 indicator, so proving the reliability of the
questionnaire.
It was now considered possible to review the responses to the questionnaire over the four 
year period in the confidence that the questionnaire would provide significant information 
with regard to the students’ attitude towards shared learning. This review is reported in 
Chapter 7.
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PART 3
RESULTS, DISCUSSIONS AND CONCLUSIONS
CHAPTER 7
QUANTITATIVE RESULTS OF THE ATTITUDINAL CHANGE OVER THE 
FOUR YEARS
|
In Chapter 6 it was established that the questionnaire would give a reliable indication 
of the attitudes of students. The questionnaire was distributed for four consecutive 
years (or phases). The numbers of student questionnaires reviewed at each phase are 
shown below in Table 16: i
Table 16: Number of Student Questionnaires by Phase
Phase Type Group Total
Diagnostic Therapeutic Full Time Part Time
Radiography Radiography Occupational Therapy Occupational Therapy
13 2 19 5 39
8 4 8 201995 2 6 15 23
1 1 2
Phase 1 Total- 23 13 43 5 84
4 3 18 : 5 30
1996 5 2 15 22
1 4 12 17
1 1
Phase 2 Total 11 9 45 5 70
11 3 14 ■ ij 28
6 4 16 1 1 271997 5 3 12 ' I 4 24
1 J 1
Phase 3 Total 22 10 43 5 80
11 7 20 38
6 4 52 9 711998 12 5 41 8 66
9 9
Phase 4 Total 29 16 113 26 184
All Phases 85 48 244 41 418Total
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It is interesting to note that for the first 3 phases the number of respondents was 
approximately the same. In the fourth phase, however, the number responding 
increased from approximately 50% to 70%. This may have been as a result of the 
methods used for collecting the completed questionnaires, which varied across the 
four phases.
In phase 1 students were asked to return the completed questionnaires by post. The 
return rate was disappointing and therefore in subsequent years the method of 
collection was changed.
In the two subsequent years tutors handed out the questionnaires and students were 
asked to leave the questionnaires in a box at the end of the teaching session. The 
return rate for both these years was again disappointing and the method of collection 
was again amended.
In the fourth phase tutors collected in the questionnaires themselves at the end of the 
teaching session. This latter method of collection may account for the difference in 
numbers collected in phase 4.
The total number of students to whom the questionnaires were distributed along with 
those completed and returned is shown in Table 17 below.
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Table 17: Number of Questionnaires Distributed and Returned.
Phase Type Group
TotalDiagnosticRadiography Therapeuticradiography Full Time Occupational 
Therapy
Part time 
Occupational 
Therapy
1995 Distributed 39 25 95 8 167
Returned 23 13 43 5 84
Percentage 59% 52% 45% 63% 50%
1996 Distributed 31 20 99 13 163
Returned 11 9 45 5 70
Percentage 35% 45% 45% 38% 43%
1997 Distributed 41 22 93 11 167
Returned 22 10 43 5 80
Percentage 54% 45% 46% 45% 48%
1998 Distributed 43 28 154 39 264
Returned 29 16 113 26 184
Percentage 67% 57% 73% 67% 70%
The responses were analysed using a Statistical Package for Social Scientists (SPSS). 
Due to the nature of the attitudinal scale, the numbering for the SPSS analysis 
started with 1 for strongly agree and progressed to 4 for strongly disagree. The lower 
the score and the lower the point on the graph the more positive the attitude of the 
students. The following aspects are considered in turn:
The changes in attitudes occurring in 1995, 1996, 1997 and 1998.
The combining of the results of all students across the four phases.
The comparing of the trends between each year of students, irrespective of 
phase.
The changes in attitudes occurring as one cohort continues through the three 
years of study.
The results obtained for each of these aspects are presented graphically in the figures 
on the following pages.
0)
(ii)
(iii)
(iv)
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1. Changes in Attitudes Occurring in 1995,1996,1997 and 1998
The graphs show the changes in the four concepts over the four phases (Figure 1). 
For this analysis the main interest was the change in attitude of each of the 
professional groups with respect to the concepts of Curriculum, Social, Benefits and 
Pitfalls. The information derived was for each professional group across the four 
phases, irrespective of the year of study which the students were actually undertaking 
in that phase.
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Curriculum Concept
As can be seen from Figure 2, the band of variation between the professions is quite 
narrow in phase 1 (1995) and slightly narrower still in phase 4 (1998). This indicates 
that the students were largely in agreement with each other in phase 1 and although 
their opinions became more divergent, there was a smaller range of views in phase 4 
than in phase 1.
Taking each of the professions in turn:
Diagnostic Radiography: These results became more negative at phases 2 and 3 but 
were much more positive by phase 4.
Therapeutic Radiography: These results, although very positive in phase 2, had 
returned to their starting position by phase 4.
Occupational Therapy (Full time): These results were almost consistent over the 
whole period of study but were slightly less positive by 1998 (phase 4).
Occupational Therapy (Part time): These results were negative at phase 2, but become 
more positive in phases 3 and 4. They did not become quite as positive as they were
in phase 1. j
I
■ iiFrom the above results it can be seen that variations occurred over the four phases in 
all of the professional groups with only the diagnostic radiography students showing a 
more positive trend in phase 4 than they did in phase 1.
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Social Concept
The responses to the Social Concept questions are shown in Figure 3. As with the 
Curriculum Concept, the band of variation for all the professions is narrow, 
particularly in phase 1 (1995) but becomes even narrower in phase 4 (1998). Phase 2 
particularly, and phase 3, show quite a divergence of opinions amongst all the 
professions. Phase 4, not only sees the opinions of the students in a narrow band but 
also reveals that all the students are more positive in their attitudes to the Social 
Concept than they were in phase 1.
Taking each of the professions in turn:
Diagnostic Radiography: These results although more negative at phase 2, became 
slightly more positive in phase 3 and then very positive by phase 4.
Therapeutic Radiography: These results were positive throughout the phases.
Occupational Therapy (Full time): These results became more positive in phase 2 and 
by phase 4 were even more positive.
Occupational Therapy (Part Time): A fluctuating set of results, from positive at phase 
2, to negative at phase 3 and back to positive again at phase 4.
So, in all groups of students, the Social Concept results are all much more positive by 
phase 4 than they were in phase 1.
121
Figure 4 
Benefits
ft *
9|B0S ue>in
Year/Phase
Benefits Concept:
As shown in Figure 4, again the band of variation for all the professions is quite 
narrow in phase 1 (1995) and becomes even narrower in phase 4 (1998). Also, with 
the exception of the full time Occupational Therapy (which ends with phase 4 at 
approximately the same point on the graph as phase 1), all of the professions are more 
positive in phase 4 than they were in phase 1 with regard to the Benefits Concept.
Taking each of the professions in turn:
Diagnostic Radiography: These results show a very slight negative turn in phase 2 but 
by phase 4 the result is very positive.
Therapeutic Radiography: A very positive result was shown in phase 2, and although 
the phase 3 result was becoming negative, by phase 4 it was still positive in 
comparison with phase 1.
Occupational Therapy (Full time): These results remained almost constant throughout 
the phases.
Occupational Therapy (Part Time): The results were more negative in phase 2 and 3 
but were slightly more positive in phase 4 than phase 1.
So, although this is a somewhat fluctuating set of results, all the professions (other 
than Occupational Therapy (full time), which is approximately the same) are more 
positive by phase 4 than they were in phase 1 with regard to the Benefits Concept.
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Pitfalls Concept:
Yet again the band of variation for the professions is relatively narrow in phase 1 
(1995) and becomes even narrower by phase 4 (1998), as can be seen in Figure 5. 
This again indicates that the students were more in agreement by phase 4 than they 
were in phase 1. I
j
Taking each of the professions in turn:
Diagnostic Radiography: Although the phase 2 results were more negative than phase 
1, they became positive by phase 4.
Therapeutic Radiography: The phase 2 results were very positive and the results in all 
phases remained positive in comparison to phase 1.
Occupational Therapy (Full time): The results in phase 2 were more negative than in 
phase 1 and then remained negative throughout.
Occupational Therapy (Part Time): The results were again negative in phase 2 in 
comparison to phase 1 and were slightly more negative in phase 3. By phase 4, 
however, they became more positive, with the end result almost the same as phase 1.
For Pitfalls, Therapeutic Radiography and Diagnostic Radiography students were 
more positive in phase 4 than in phase 1 but the full titne Occupational Therapy
students were quite negative with regard to their attitudes towards shared learning.■ IThe results of the part time Occupational Therapy students were also slightly more 
. negative by phase 4.
Summary
For each of the four concepts the students were more consistent in their opinions by 
phase 4 than they were in phase 1. Also, with the exception of the Occupational 
Therapists for the Pitfalls concept, the students showed a more positive attitude to the 
concepts by phase 4 than they did in phase 1.
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In tracking the individual professions in all the concepts examined, it can be seen that:
i) The Diagnostic Radiography results are all more positive by phase 4 than they 
were in phase 1.
ii) The Therapeutic Radiography results are also all more positive in phase 4 than 
phase 1.
iii) The full time Occupational Therapy results are the most consistent throughout 
the phases.
iv) The part time Occupational Therapy results end phase 4 in almost the same 
position that they occupied in phase 1 in all concepts. The Social Concept 
result, is, however, more positive.
Possible Rationale
It is quite likely that the students may have been more positive in phase 4 because 
they were enjoying the shared learning on their programmes. This may also have 
accounted for them showing more consistency in their opinions. If this were so, 
however, it would be natural for the trend to have been apparent over the previous two 
phases, which was not the case!
There were, nevertheless, some external factors, which may have caused the changes 
in attitude in phase 4. For example, the research areas of the School had been moved 
to a new location with specialist facilities, and discussions were taking place with 
regard to housing the rest of the School on one site. This would then mean that the 
difficulties experienced with regard to Occupational Therapy, Diagnostic 
Radiography and Therapeutic Radiography all being on different sites and the 
consequent logistical problems of transferring between sites, would be overcome. In 
addition, the difficulties of small or cramped accommodation would no longer be a 
problem, as the facilities would be purpose built.
There was the promise that the logistical problems associated with the pitfalls would 
be overcome.
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Finally, during 1998, the Occupational Therapy students, in addition to being 
involved in shared learning activities with the Radiographers, had also shared some 
sessions with social workers as part of a research bid funded by CCETSW and the 
College of Occupational Therapists. This activity had received positive evaluation 
and it was decided that the social workers would be involved in the revalidation 
process, which was due to take place in 2000. This meant that Diagnostic 
Radiography, Occupational Therapy, Therapeutic Radiography and Social Work 
would all be validated together and shared modules would be part of the revalidated 
programmes.
In the evaluation of the project with the Social Workers, the Occupational Therapy 
students had expressed the view that they felt they had more in common with the 
social workers than with the diagnostic and therapeutic radiographers. This may have 
accounted for their slightly negative attitude with regard to the Pitfalls in phase 4.
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2. The Combining of the Results of All the Students Across the Four Phases for 
Each of the Concepts
This second analysis looks at the effect of combining the professions and again 
considers the four concepts across the phases.
Figure 6 indicates that the Social Concept result in the most positive attitude rating for 
all the professions. This is followed by the rating for Pitfalls, then Curriculum and 
finally Benefits.
All students seem to regard the Social Concept of their programmes as being the most 
beneficial for them with regard to shared learning. This result confirms the findings 
of the changes in attitudes across the four phases but leads to the obvious question of 
whether the emphasis of shared learning programmes should be placed more on 
ensuring that the students have time to get to know each socially. This would indeed 
be quite crucial as the emphasis of most shared learning programmes is on the 
curriculum content and not on the social concepts of the programme. Conversely, the 
students rated the Benefits as the least important aspect of their programme yet the 
majority of studies identified in the literature review indicated the Benefits and 
Pitfalls as being the important concepts of shared learning.
In all cases, a more positive attitude (or at least the same positive attitude) is shown in 
phase 4 when compared to phase 1, with a very positive attitude being expressed for 
the Social Concept. This may again be due to the knowledge that there were plans for 
a purpose built facility which would bring students from all of the sites together, 
which would therefore enhance the social facilities for all the students.
Possible Rationale
As the students generally study the profession - specific parts of their programmes on 
different sites, the opportunities for them to socialise together are rare. The 
curriculum allows the opportunity to look at a topic jointly and allows some
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opportunity for the students to get to know each other and to get to know about each 
others profession. Clearly, the students feel that they gain most from actually 
discussing matters together, informally. It is vital that anyone considering the 
designing of a programme of shared learning provides the opportunity for 
students to socialise together.
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Comparing of the Trends Between Each Year of Students, Irrespective of Phase
This third method of analysing the results looked at the combining of results for all 
students (in whichever phase the data was collected) and at the trend for all first years, 
second years, third years and fourth years in each of the four concepts. From the 
information contained in Table 16 (page 113) the numbers of students making 
responses as first year students, second year students etc is shown in Table 18 below:
Table 18: Measures by Year
Phase Type Group Total
Year DiagnosticRadiography
Therapeutic
Radiography
Full Time 
Occupational Therapy
Part Time 
Occupational Therapy
1
1995 13 2 19 5 39
1996 4 3 18 5 30
1997 11 3 14 28
1998 11 7 20 38
Group
Total 39 15 71 10 135
2
1995 8 4 8 20
1996 5 2 15 22
1997 6 4 16 1 27
1998 6 4 52 1 9 71
Group
Total 25 14 91 10 140
3
1995 2 6 15 23
1996 1 4 12 • 17
1997 5 3 12 i 4 24
1998 12 5 41 1 8 66
Group
Total 20 18 80 i 12 130
4
1995 1 1 2
1996 1 1
1997 1 1
1998 9 9
Group
Total 1 1 2 9 13
Overall
total 85 48 244 41 418
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Figure 7 again shows that the Social Concept was the most positively reviewed by 
students over the four years. All third and fourth year students (irrespective of phase) 
demonstrated a similar attitude to the Social Concept as did the year one students.
Although there were fluctuations for each concept, third year students (irrespective of 
phase) showed a slightly more positive attitude by the time they reached that year than 
they did in year one. The year four results again showed some fluctuation but this 
may be of no value due to the small number of responses obtained.
Possible Rationale
Measuring by year in this way, although of interest, cannot show a change in attitude 
as the students’ progress through the programme. What is of interest is that despite 
the curriculum they are studying, all second year students have a slightly more 
negative attitude to shared learning for all concepts than they do in their third year. 
This needs to be borne in mind when reviewing the trends as students progress 
through their programmes.
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3. The Changes in Attitudes Occurring as One Cohort of Students Continues 
Through the Three Years of Study
The first year of students to undertake the newly validated programme with shared 
learning elements in the curriculum was the 1994/95 cohort. In 1995, when the first 
set of results was analysed (phase 1), this cohort was in its first year of study and in 
1996 (phase 2) these students were in their second year. By looking at a match 
between the phase and the year of study it is possible to track this cohort of students 
through their studies. The full time students completed their studies in three years and 
by the time the 1998 results were taken they were no longer studying on the 
programme. The part time Occupational Therapy students were undertaking their 
final year of study when the 1998 set of results was taken.
From the information contained in Table 16 (page 113) the numbers of students 
making responses in each of their years of study can be extracted to give information 
on the 1994/95 cohort as shown in Table 19 below:
Table 19: Measure for Phase =Year
Phase Type Group
Total
Year Diagnostic
Radiography
Therapeutic
Radiography
Full Time 
Occupational Therapy
Part Time 
Occupational Therapy
1 1995 13 2 19 5 39
2 1996 5 2 15 22
*■> 1997 5 nJ 12 4 24
4 1998 9 9
Group
Total 23 7 46 18 94
The student responses varied across the years of study. Data for the full three years of 
full time study is available for Diagnostic Radiography, Therapeutic Radiography and 
Occupational Therapy. (It was not available for the Occupational Therapy part time).
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The graphic illustration (Figure 8) of this cohort of students, as they move through 
their programme, shows that in all the Benefits and Curriculum concepts, the students 
are more positive at the end of the three years. Their attitude to the Pitfalls and Social 
concepts is, however, about the same after three years as it was in phase 1.
The Social Concept remains the concept for which the students show the most 
positive attitude and the trend over the three years for this concept does seem to 
remain constant. For the Benefits Concept the students become more positive over 
the three years whilst for the Curriculum and Pitfall Concepts the students attitude 
fluctuates but is still more positive by the end of their studies than it was at the 
beginning.
Possible Rationale
The 1994/95 cohort of students was the first group of students to study on a 
programme that had been designed with shared learning opportunities in mind.
The students had more opportunities to get to know each other and to get to know 
about each others’ profession through the Curriculum Concepts of the programmes as 
well as through the Social Concepts.
These results demonstrate that students who have an appropriately designed shared 
learning curriculum have a more positive attitude to the Curriculum and Benefits 
Concepts by the end of their study.
The Social Concepts, whilst remaining generally more important than the other 
concepts, do not show as much change through the three years of study as do the other 
concepts.
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Conclusion
In undertaking any longitudinal study, external factors and changes which impact on 
the respondents cannot be overlooked. As seen with the number of responses 
received in phase 4, a simple change in the method of collecting the responses 
resulted in a significant change in the response rate. j
The knowledge that a purpose built facility was being planned could have accounted
for a greater consensus of opinion in phase 4 than in phase 1 and for a much more|positive attitude being expressed with regard to the Social Concept in phase 4.
Phase 4 (1998) also saw an external change for the students in that an additional 
shared learning evaluation was being conducted which would lead to the programmes 
being validated with shared modules with Social Workers, i.e. as well as undertaking 
shared learning with Occupational Therapy (full time and part time), Diagnostic 
Radiography and Therapeutic Radiography students, all of these students would then 
undergo some shared learning with students on the Social Work courses.
During the evaluation of this project with Social Work students, the Occupational 
Therapy students had stated that they felt they had more in common with the Social 
Work students than with the Diagnostic Radiography and Therapeutic Radiography 
students. This may have accounted for the Occupational Therapy students not being
Ias positive to the concepts in phase 4 as the other students. It is apparent in the first
ianalysis that the students clearly view the Social Concept as most important to the 
shared learning activity.
The positive emphasis on the Social Concept is again demonstrated in the analysis of 
measure by year and measure by type. In addition the measure by year shows that the 
students have a more negative attitude to all the concepts when they are studying in 
their third year.
The key to this whole study is that when the first year students (who have studied on a 
specifically designed shared learning programme,) are tracked through their
137
programme of studies in a progressive manner, (as shown in the analysis phase equals 
year,) whilst they still indicate that the Social Concept is the most important of the 
concepts, they also have a more positive attitude to the Curriculum and Benefits 
Concepts by the end of their studies.
So, a programme which is designed with shared learning in mind does seem to have a 
positive effect on the attitude to shared learning of all the students as they progress 
through their programme of studies. This is indicated by the analysis of the 
quantitative data from the questionnaire. Chapter 8 now considers the qualitative 
data obtained from the questionnaire, from monitoring the minutes of meetings and 
from the video taped sessions.
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CHAPTER 8
QUALITATIVE RESPONSES PROVIDED BY THE STUDENTS AND STAFF 
TO THE SHARED LEARNING ACTIVITIES
(a) Qualitative Responses Provided on the Questionnaire
Background
As already stated, the questionnaire was designed in such a way as to determine 
general information first, then to question more specifically the attitudes of the 
students to shared learning in order to collect and analyse quantitative data, and 
finally to allow students to make any additional comments which they thought 
appropriate, which would then form part of the qualitative analysis. (The analysis of 
the quantitative data has already been presented in Chapter 7).
The five questions of the questionnaire which gave rise to qualitative information 
(Questions 3, 4, 7, 10a and b, and 11) are discussed below and examples of some of 
the statements made by students are presented in Appendix F.
The questionnaires were given to students on all three years of the programmes and to 
the staff for each of the four years in which the study was undertaken.
(i) Changes in the students’ qualitative responses over the four years.
Question 3.
Shared sessions can be delivered in a variety of ways. Please tick the shared 
sessions in which you were involved.
a) Joint lecture programme
b) Small inter-professional group project work
c) Visits to other departments
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d) Computerised packages
e) Problem-based learning
f) Other - please specify
It was apparent that throughout the four years for which the data was collected the 
majority of the students felt that there was a predominance of lectures. Nevertheless, 
it was accepted that the later years did show a greater variety of teaching methods 
used on the course.
Question 4.
In these (shared learning) teaching sessions, do you feel there is a predominance 
of one professional group? If Yes, which group is it and why do you think it 
happens?
In 1995 the barriers that existed between the groups were evident, despite the shared 
sessions which had been undertaken. Comments such as:
“ Yes, Diagnostic Radiography students in Anatomy and Physiology lessons” This 
was thought to be “due to their previous in depth knowledge o f the subject, as they 
have covered aspects o f the course before the joint lectures began”.
(Full time Occupational Therapy Student)
and
“Yes, Occupational Therapy. The majority o f students are Occupational Therapists 
and we are at the School o f Occupational Therapy”
(Diagnostic Radiography Student)
Although students generally believed that there was a dominance of one group (and 
there were more comments along these lines),' there was a difference in opinion as to 
which group was dominant.
140
Comments like these became less frequent in subsequent years and by 1998 
comments such as;
“  because we are in small groups no one group particularly dominates over the
others”
(Diagnostic Radiography Student)
and
“the radiotherapists (the smallest in number) have a lot to say in our sessions”
(Full time Occupational Therapy Student)
became more prominent.
It appears that if small sessions are used and students become familiar with each 
other, no one group dominates over the others or if one group is felt to be the more 
dominant, there is no consistency as to which particular group this is.
Question 7
Please give as many examples as possible of clinical activities which involved you 
in an inter-professional setting and in each case state which other professional 
group/s were involved in these settings.
Throughout the four years, a wide variety of examples of clinical activities involving 
inter-professional settings were consistently recorded and an equally large number of 
professional groups were said to have been involved.
Question 10
Some people believe that shared learning has been introduced into courses to:- 
a) make the courses cheaper and b) help the professionals to be more cost 
effective in practice. (State whether you agree or disagree with (a) and with (b) 
and give reasons for your choice).
In 1995 shared learning was new to each of the cohorts of students studying on the
141
programmes and there was a general belief amongst the staff that it was being brought 
in to save costs. In addition the emphasis of the staff at this early stage was more 
concerned with teaching the students all together in a lecturing situation. Hence the 
predominant comments for 10(a) were;
“Agree. Everyone is trying to save costs so why repeat the same lecture twice in two 
closely placed venues
(Part time Occupational Therapy Student)
By 1998, it was apparent that shared learning, if undertaken properly (with a variety 
of teaching and learning methodologies in which inter-professional learning could 
take place), would not be a cheaper option. Due perhaps to the changes in the format 
of the teaching, the feedback from the students was now changing. Comments 
included:
“Disagree. I  think its about getting to know what the other professions do in a 
specific scenario, so that you know what the patient goes through before they get to 
you and what happens to them when they leave you”.
(Diagnostic Radiography Student)
Throughout the four years of the research investigation, the responses to 10 (b) 
reflected an understanding that knowledge of the role of each of the professions would 
benefit the patient. Some felt that this would also reduce costs in practice and yet an 
equal number felt that this may increase costs in practice.
In 1995 some students expressed great concern that radiographers and occupational 
therapists should not be the professional groups taught together, as they had little in 
common and did not interact together in clinical settings. By 1998 the number of 
students making such comments was much fewer in number. Although it is not clear 
why this should be the case, as noted earlier, it may be relevant that in this final year 
some shared learning had also taken place between Occupational Therapists and 
Social Workers, as part of the research trial supported by CCETSW and the College 
of Occupational Therapy. Although these students do interact in clinical settings, it is 
interesting to note that at the early stages of this research investigation, some of the
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feed back from the research reported the students as saying that they had little in 
common with each other!
Question 11.
Please add any personal comments derived from your experience of using shared 
learning techniques/approaches.
In 1995 the comments in this section tended to duplicate the concerns which had been 
found in the quantitative information derived from the earlier sections of the
i
questionnaire. These concerns can be summarised as:
i) Too many students being taught in too small a room.
ii) Occupational therapists and radiographers having little in common.
iii) The small inter-professional group sessions giving a far more valuable
experience.
In addition, other comments in 1995 expressed concern that:
• Students had had little experience of shared learning and so had little on which to 
make comments
• Despite the shared sessions the different groups of students had tended to remain
attached to members of their own profession. jI• Shared learning was important but not enough time had been spent in actually 
outlining what it was all about. I
Examples of these comments included:
"It was good to mix with radiographers but we did not interrelate much"
(Occupational Therapy Student)
"Not enough time with other professional groups" (Diagnostic Radiography 
Student)
"The groups were too large for such a confined space” (Diagnostic Radiography 
Student)
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"At break times and lunch times, it was very noticeable that students generally 
joined students in their own profession" ( Therapeutic Radiography Student).
By 1998, judging from their qualitative comments, the students had clearly warmed to 
the idea of shared learning and could see the benefits this would have in clinical 
settings. Indeed, some attempts had been made to incorporate shared learning in the 
clinical setting as part of the curriculum. It was still acknowledged that the smaller 
group sessions provided the best forum for shared learning and that joint social 
activities also enabled the students to build confidence in participating in inter­
professional learning.
(ii) Changes in staff qualitative responses over the four years
Due to the small number of staff, the number of questionnaires distributed and 
returned were not considered to be statistically viable for analysis. In terms of the 
qualitative responses to the questionnaires, the responses of the staff remained fairly 
consistent. It is pleasing to note that, although in 1995 staff expressed some concern 
that shared learning was being brought in as a cost cutting exercise, by 1998 no such 
comments were being recorded.
(b) Attitudinal change and shared learning -  as provided by the qualitative 
analysis of the minutes of meetings
The Cronbach alpha result for the questionnaire indicated that the questionnaire was a 
valid tool from which indications in the students change in attitude could be 
measured. Nevertheless the changes which had occurred during the running of the 
programme were also examined, to see if they gave any further indications of a 
change in the students attitude to shared learning.
Also, when managing programmes with shared learning components, it is critical to 
the success of the programme that the academic staff and students are well motivated. 
It is therefore most important for anyone managing the shared learning process to be 
conscious of the motivational factors which may affect the staff and students in this 
scenario, and to bear these in mind at all times. This is particularly true where 
changes in attitudes are already being monitored on the course. It is clearly necessary
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to look at the motivational theories of attitudinal change and to apply these theories to 
the shared learning environment, in order to see whether certain approaches by 
managers help to ensure greater success with shared learning.
Motivational Theory
Every management text has a section on motivational theory and all initial 
programmes for managers will include “Maslow’s (1954) hierarchy of needs”. 
Motivating staff is seen as a key issue to an organisation’s success. Yet, when 
implementing a change, managers seldom fully think through the effects of that 
change and how to motivate the staff to acquire the skills and behaviours to make the 
new system a success. Managers should remember Huczynski and Buchanan’s 
(1991) statement that:
"Motivation is a decision-making process through which the individual chooses 
desired outcomes and sets in motion the behaviours appropriate to acquiring them”.
Motivation and Attitudes
From Huczynski and Buchanan’s definition the link between motivational decision­
making and behaviours can be made, but where do attitudes fit in? Cole (1993) makes 
this link between Herzberg’s (1987) motivation, hygiene theory and attitudes. 
Herzberg’s research had derived the following motivator and hygiene (demotivators) 
factors:
Motivators/Content Related Factors
Achievement 
Recognition 
Work itself 
Responsibility 
Advancement.
Hygiene (demotivators)/Context Related Factors
Company policy and administration
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Supervision
Relationship with supervisor 
Working conditions 
Salary
Relationship with peers 
Personal life
Relationship with subordinates
Status
Security
It is important to recognise that addressing the motivational factors can, and usually 
does, improve performance whereas addressing the hygiene factors may not lead to 
improved performance, as each of these factors are context or environment related 
rather than content related.
Relationship Between the Context Factors and the Pitfalls Identified Earlier
Table 20 below shows the hygiene factors affecting job attitudes and their similarities 
with the pitfalls identified earlier in the literature review:
Table 20: Relationship Between the Hygiene (Context) Factors and Pitfalls
Identified Earlier
H ygien e F actor P itfa lls
Company p olicy  and administration 
Supervision
Relationship with supervisor
The need for institutional support
W orking conditions Getting the logistics correct
Relationship with peers 
Relationship with subordinates
Identify com m on goals
Status Inequality o f  professional status
Security The need for institutional support
Salary 
Personal life
D o not apply
Mullins (1994) supports the view that interpersonal relationships can have a negative 
effect on attitudes to work while Hicks (1990), who is also mentioned by Mullins, 
emphasises that the positive attitude of managers towards their subordinates is also of
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paramount importance to good motivation at work.
Context and Content
In the analysis of written Course Committee minutes and Annual Reports particular 
attention was given to the factors affecting the content and the context as related to 
shared learning, for both staff and students. Documentation in the form of Course 
Reports was reviewed and where records had been made which related to the shared 
aspects of the course these were categorised as either content or context related.
Context
The minutes of the meetings of the shared programmes date back to January 1994 
when the questionnaire was being constructed. At this time, all three professions 
involved in the research had shared the previous summers induction week. These 
minutes, record:
“Despite some logistical problems this (the induction week) appeared to be 
successful ”
Clearly there had been context-related problems here. The Occupational Therapy 
minutes of the 30th March 1995 recorded that for the module “Management in 
Organisations”, (a shared module)
“ Student attendance in the small group format has been excellent and there has 
been fu ll engagement with the material delivered within the sessions. Informal 
feedback from the students has been very positive. ”
So, the previously identified problems seem to have been resolved by this time. 
Content
An example of a statement with regard to the content of the module was provided in 
the 1996 course report for Diagnostic Radiography where it was stated that:
“ Block teaching o f the Research Methods module - shared with Occupational
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Therapy and Therapeutic Radiography students (as well as the Diagnostic 
Radiography students) has worked well. Small group work had been especially well 
received by the students. ”
A summary of statements taken from the Course Committee minutes of the meetings 
is included in Appendix G, where it can be seen that of the statements which appear in 
these minutes, most were context related.
As Herzberg (1987) would regard these context related statements (many of which 
also relate to working conditions) as hygiene factors or possible de-motivators, it is 
interesting to note that between 1994 and 1997 statements relating to context 
gradually improve, as evidenced by the statements which relate to the changes in 
conditions of class size, accommodation, teaching strategies etc. Furthermore, it is 
interesting to note that although changes could not be made in the facilities available 
to the large lecture group, the sequencing of teaching and smaller format teaching 
became more the norm. The smaller group format teaching was, in itself, 
acknowledged to encourage the discussion and debate of inter-professional issues.
The minutes of these meetings demonstrate that the staff and students’ initial 
concentration was on the “mechanical” aspects of the course and that the motivational 
{content) aspects, although intrinsic to the programmes, only became of a higher 
profile when the hygiene (context) factors were resolved.
To further examine the content aspects of the programme, in addition to the minutes 
of the meetings being analysed, one shared learning session each year (for three years) 
was video taped. This provided a means of monitoring the changes in the 1995 cohort 
of students in the Diagnostic Radiography and Occupational Therapy courses as they 
progressed through their course. Each year a different topic was chosen.
In 1995 (on the first year of the students programme) the students were video taped in 
an anatomy and physiology session.
In 1996 (on the second year of the students programme) the students were video taped
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in a research session.
In 1997 (on the third year of the students programme) the students were video taped 
in a management in health and community studies session.
Each year the 5 key factors below were monitored with regard to both spoken 
reference and body language: I
• Applicability of the topic to each profession as determined by the students
• Tutor’s reference to the topic as applied within the work place
• Tutor’s reference to the topics relevance to each profession present
• Demonstration of the students’ knowledge of the other profession
• Reference to shared learning by the students’
The results for each factor are tabulated below in Tables 21-25:
Table 21: Applicability of the topic to each profession as determined by the
students
Y ear / Session Spoken  R eference B ody L an gu age
1995 /  A n atom y and  
P h ysio logy
This session  on kidney physiology was 
delivered by a D iagnostic Radiography tutor 
and seem ed to have more relevance to the 
D iagnostic Radiography students than the 
Occupational Therapy students
There was evidence o f  
the Occupational 
Therapy students 
looking bored during 
the session
1996 /  R esearch  
M ethods
This topic on questionnaire design was : ; 
relevant to all the students involved in the j 
session  r
A ll students seem ed  
attentive
1997 /  M an agem ent  
in H ealth  and  
C om m u n ity  S tudies
Again this topic was relevant to each j 
professional group, there was evidence in the 
discussion with the tutor that som e were 
having difficulty in considering the topic at 
this stage in their career
A ll students appeared 
to interact w ell with 
each other and with the 
tutor
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Table 22: Tutor’s Reference to the Topic as Applied within the Work Place
Y ear Spoken R eference B od y  L an gu age
1995 /  A n atom y and  
P h ysio logy
A s D iagnostic Radiographers need to take 
exam inations where they w ill be expected to 
monitor kidney physiology this topic is more 
applicable to the diagnostic radiography than to 
the occupational therapy work place
There w as som e  
fidgeting during the 
session
1996 /  R esearch  
M ethods
The students and the tutor cited many work 
place exam ples
A ll students w ere 
seen to engage with  
each other both 
verbally and in the 
body language used
1997 /  M an agem en t 
in H ealth  and  
C om m u n ity  S tudies
M any work place exam ples were given by the 
students and their tutor
There w as evidence  
that the students were 
giving careful 
consideration to the 
work place exam ples  
being given
Table 23: Tutor’s reference to the topic’s relevance to each profession
present
Y ear Spoken R eference B od y L an gu age
1995 /A n atom y  and The tutor tried (not alw ays successfu lly) to 
give exam ples o f  the top ic’s relevance to each 
profession
The Occupational 
Therapy students did 
not alw ays seem  
engaged in the 
session
P h ysio logy
1996 /R esearch  
M ethods
Exam ples included those relevant to the 
individual professions and across professional 
boundaries
Students used open, 
positive, expressive  
gestures
1 9 9 7 /
M an agem en t in 
H ealth  and  
C om m u n ity  S tudies
The management issues mentioned crossed the 
professional divides o f  the group
A ll students seem ed  
to engage with the 
topic
Table 24: Demonstration of the Students’ Knowledge of the Other Profession
Y ear Spoken R eference B ody L an gu age
1995 /  A natom y and  
P h ysio logy
In the discussion sessions the Occupational 
- Therapy students demonstrated a poor 
know ledge o f  the techniques used in diagnostic  
radiography
The d iscussion  
elem ents o f  the 
session  resulted in 
more engagem ent 
from all the students
1996 /  R esearch  
M ethods
By considering the exam ples where a 
questionnaire could be used in practice, the 
students gained more know ledge o f  each others 
profession
A ll students w ere 
attentive w hen the 
various exam ples 
were given
1997 /  M anagem ent 
in H ealth  and  
C om m u n ity  S tudies
The management exam ples given  were mainly 
those relevant to the N H S as a w hole and to 
departments within the N H S irrespective o f  the 
professional group working within those  
departments
Many discussion  
groups were used  
during the session  
and the proxim ity o f  
the seating and body  
language used  
demonstrated  
cooperation
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Table 25: Reference to Shared Learning by the Students
Y ear Spoken  R eference B ody L an gu age
1995 /  A n atom y and  
P hysio logy
N o  real references were made M any o f  the students 
in the group looked  
bored during the 
session
1996 /  R esearch  
M ethods
D esign o f  joint questionnaires w as discussed.
In these exam ples reference was made to the 
patient and to the fact that i f  the professions 
worked together, a greater degree o f  
information could be made available than when  
working separately
A ll students appeared  
to be engaged with  
the topic and with  
each other
1997 /  M an agem en t 
in H ealth  and  
C om m u n ity  S tudies
Team work approaches were used both as a 
teaching method and in exam ples o f  good  
practice in management terms
A ll students seem ed  
to engage in the team  
building sessions
Undertaking the video taped sessions in this way proved valuable in that it echoed the 
information that was being derived from the minutes of the meetings. The students 
had difficulty with the sharing of Anatomy and Physiology sessions and little shared 
learning was occurring in 1995. In 1996 and 1997 there was evidence of more shared 
learning. In contrast, the topic “Management in Health and Community Studies” was 
not seen as relevant by the students to their career at that stage of their course, 
irrespective of their aspiring professional base.
One regret of this research investigation was that the video taping was not undertaken 
for the same sessions in each of the years. Too many difficulties arose in the timing 
of the sessions and in gaining the agreement of the staff and students for this to be 
implemented . So it was not possible to do this. If the exercise was to be repeated 
video taping of the same sessions each year, may well be shown to be valuable.
As stated earlier, (Chapter 2), Lewin (1951) proposed a 3 stage model reflecting the 
nature of the change process, in which he called the primary stage of the process 
“unfreezing”. Once this “unfreezing stage” has been accomplished, good 
communication and continuous reinforcement of the positive nature of the changes is 
required. As can be seen in the Course Committee minutes, good communication is 
in evidence. Problems, particularly with regard to the size of the rooms for large scale 
lectures, have been a feature of concern throughout the four years. The minutes also 
record the discussion and the ways in which this issue was resolved, namely by
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looking at and using facilities at another site (Kingsway), and by sequencing, and 
small group teaching of the sessions.
On-going communication and the gathering of positive feed back, throughout what 
Lewin describes as the “fluid phase” of the change model, is evident. This continuous 
input helps to overcome tendencies of inertia and of slipping back to previous comfort 
zones of familiarity.
The final phase of Lewin’s model is one of “refreezing” or consolidating the changes 
that have been made into new comfort zones. This process is evolutionary by nature 
and it is suggested that after four years the processes are only now being put into 
place at Derby.
Conclusion
The qualitative aspects of the questionnaire show a progressively more postitive 
attitude to shared learning during the four phases of the study.
With regard to the qualitative aspects from the minutes of the course committees and 
examination boards meetings, motivational and demotivational (hygiene) factors were 
considered, using Herzberg’s model in the consideration of the content and context of 
the programmes, as expressed in the Course Committee and Annual Reports minutes 
and the video taped sessions.
It was found that the references to context matters in the minutes outnumbered those 
relating to the content of the programme and that the major context factor affecting 
the running of the programme related to the room size when all students were being 
taught together. This presented a logistical problem that had already been 
acknowledged in the literature review as one of the pitfalls to shared learning.
It was acknowledged that even if the hygiene factors affecting the course could be 
resolved, this would not lead to a motivation of the staff or students. As outlined in 
the Course Committee minutes, although changes were made to the accommodation
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available during the four years (i.e. acquisition of Devonshire House and some 
accommodation at Kingsway hospital), facilities large enough for large lecturers were 
still not available. However, the teaching staff had resolved some of this problem by 
alternative sequencing of the sessions and by using smaller group work, and this in 
itself had been acknowledged as supporting inter-professional discussion.
With regard to the content of the programme, the video taped sessions demonstrated 
that the topic had to be relevant to the students if a better shared learning experience 
was to be achieved.
Overall, in all the qualitative aspects of the study the results became 
progressively more positive over the four phases of the study.
The next and final chapter will discuss the findings of the research undertaken, its 
relevance to the current information available in the literature and how the results may 
be of value to the future developments of shared learning within the allied health 
professions and in health education.
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CHAPTER 9
SUMMARY, DISCUSSION OF THE RESULTS, AND RECOMMENDATIONS 
Knowledge of the Area Prior to Commencement of the Research
Shared Learning was, and still is, an area which is crying out to be researched!
The push from the Government in the direction of shared learning can be traced back in 
the UK, through various White and Green Papers, which have tried to encourage multi­
disciplinary and inter-disciplinary practice in both health and social service settings since 
the 1960s (Forman and Nyatanga 1999). Across the world and in various fields, including 
industry and commerce similar attempts to bring about shared learning can be seen. 
(Barber, 1979; Engel and Clark, 1986; Majoor, 1991; Barr, 1994; Areskog, 1995; and 
Gorman, 1998).
In the 1980s, small groups of practitioners had started to work in teams for specific client 
needs, e.g. issues involving mental health, old age, childhood conditions etc, but work of 
this kind had been fragmented and teams had educated themselves in establishing what 
was good and poor practice.
Despite all the push from the government and the fragmented developments, prior to this 
current study being undertaken, no one had monitored the effects on the staff and students 
participating in these developments, and very little research had been undertaken in the 
health care environments in the early 1990s. Nevertheless, there was a “belief’ that 
educating health care professionals together would bring about better working practices 
and more focus on the service user.
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By the mid 1900's the background literature was indicating that shared learning was 
being discussed, debated and, in some cases, implemented. The World Health 
Organisation (1988) had stirred some of this action by publishing the findings of study 
groups on Multi-professional Education entitled “Learning to Work Together for Health:
The Team Approach”. A key participant in this group was Nils Areskog, who later became a 
founder member for the establishment of the Faculty of Health Sciences at the Linkoping 
University in Sweden. Nils was also a founder member of the first multi-professional group 
which operates across Europe (EMPE see page 18)
Until these developments, the examples of good practice in shared learning were largely 
at post graduate level and often in small groups. Even with the developments in 
Linkoping, no research and little monitoring of the effects shared learning had been 
undertaken and no one had undertaken research to investigate the change in attitude of 
the participants.
To this day (2001) no research has been found to demonstrate that inter-professional 
education will bring about benefits to the service user. Indeed Zwarenstein et al (1999) 
reveiwed 552 articles from CINAHL and 510 from Medline using the cochrane 
collaboration methodological criteria and concluded that:
"...no rigorous quantitative evidence exists on the effects of Interprofessional 
Education"
Before carrying out research into shared learning, a key question at the start of this study 
therefore had to be “Why has the Implementation (of shared learning) been so difficult” 
(see page 25). It is clear that in the UK the top down approach from the government, 
through legislation, has not proved to be effective. In fact the change towards 
encouraging inter-professional practice could even be said to have been ill-managed.
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In 1989 the White Paper “Working for Patients”, Working Paper 10, (DHSS 1989) 
brought about a change in the education of health care professionals. These 
professionals, who formerly had been educated in the health service, were moved into 
higher education establishments. For the first time, professionals who had previously 
been educated in uni-professional establishments were entering establishments in which 
other professions were also being taught.
At the same time, the state registerable qualification for many of these professions was at 
diploma level. So, in moving into higher education establishments there was a push 
towards upgrading this initial registration qualification to that of a degree. As new 
students were entering clinical environments as part of their training, existing 
practitioners felt obliged to undertake a “top up degree”, in order that they too could gain 
a degree qualification (Forman and Gallop, 1991).
It was these first “top up “ qualifications and subsequently the Masters degree 
programmes which enabled the teachers, who were now established in higher education 
institutions, to provide programmes which could be open to a variety of health and social 
care practitioners. This was the start of multi-professional and inter-professional 
programmes in the UK. At this stage, however, it was still unclear whether the first 
multi-professional programmes were developed as an attempt to improve practice or to 
reduce the costs of the teaching staff required to input onto these programmes.
As teams of teaching staff and practitioners came together to design and deliver these 
programmes, it became apparent that some staff development would be necessary. It was 
not only necessary for staff to learn about the other professions (thereby ensuring that 
they could give relevant examples to the students in the multi-professional groups), but it 
was also necessary for the staff themselves to undergo some team-building exercises. In 
this way all involved would thereby be able to overcome the barriers which had grown up 
between the professions. (Vuori, 1976; Fry, 1980; Berring, 1983; Forman and Gallop, 
1991; Darmont, 1992; Forman, Jones and Morley 1994 and Tope, 1996;)
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In order to facilitate the teachers (and then ultimately the practitioners) to overcome the 
barriers which had historically been built between the professions, the teachers were 
encouraged to concentrate on scenarios in which the patient or service-user was seen as 
the central point of concern. (Goble, 1991; Leathard, 1994; Areskog, 1995; Forman and 
Nyatanga, 1999; and Tope, 1999) ^
Once post registration courses had been developed, the staff in the School of Health and 
Community Studies at the University of Derby were encouraged to look at ways of 
incorporating inter-professional learning into some of their professional undergraduate 
programmes. The Diagnostic Radiography, Therapeutic Radiography and Occupational 
Therapy Honours degree programmes were reviewed with this objective firmly in mind.
By this time, various forms of shared learning had been tried at post registration levels; 
the Linkoping University in Sweden had set up an undergraduate programme in which six 
professions had participated; various reports on shared learning had been written (Barr,
1994; Leathard, 1994; and Areskog, 1995 etc) and multi-professional bodies had been set 
up (See Table 4, page 16). Armed with the information from the literature review, it 
became possible to identify a number of pitfalls and benefits that might be accrued in the 
implementation of shared learning and, at the same time, to identify the need to undertake 
a review of a variety of educational models for shared learning. Such information could 
then be considered for implementation in the programmes which were to be revalidated in1 i
the School of Health and Community Studies at the University of Derby (Forman, Jones 
and Morley, 1994).
As a consequence of the available information on shared learning, the Diagnostic 
Radiography, Therapeutic Radiography and Occupational Therapy programmes, were 
validated with the modules below being taught as shared modules:
i) Anatomy and Physiology,
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ii) Profession-related Practice,
iii) Research Methods,
iv) Management,
v) Clinical Education,
vi) Independent Study.
It is interesting to note that these subject areas are similar to those being used in shared 
learning situations at post graduate level (Goble 1994) and therefore the experiences 
gained at post graduate level could be utilised in delivering the curriculum at 
undergraduate level.
A variety of different teaching and learning methods were introduced into the 
programmes. Thus the traditional lectures and demonstrations were complimented by self 
- directed skills for independent study; exercises on problem-solving were also introduced 
to develop qualities of judgement and decision-making; the teachers, (and later the 
practitioners), were encouraged to see the problem-based learning exercises as a means of 
knowing when to hand on to another profession, so that the benefits to the service-user 
were maximised. This “handing-on” had previously often been viewed as giving away 
the individual profession’s expertise and as eroding the individual profession’s practice- 
based knowledge. Clinical reasoning and ethical practice sessions were incorporated, to 
ensure that the gap between theory and practice was bridged. Methods to facilitate the 
discussion of experiential learning not only included the standard tutorial and seminar 
sessions, but also incorporated a greater degree of case studies and practical sessions. 
Also, independent learning was incorporated at all levels of study to encourage the 
students to assess their own learning needs, set goals, locate resources, implement 
strategies and evaluate progress. Multi-media learning, including video and 
computerised technology, was also used within the programmes for both the shared 
learning and the profession-specific modules, with problem-based learning becoming 
more prominent, particularly in the shared learning sessions.
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Aim, Objectives and Methodology.
Once the management of the implementation of shared learning had been carefully 
considered and a curriculum derived, with a variety of teaching and learning methods 
incorporated, it was vital, that research should be undertaken to analyse the progress of 
the programmes. This research needed to be undertaken both as the programmes were 
initiated and as they evolved over the following four year period. A research 
investigation was therefore undertaken the aim of which was to:
Investigate the change in attitudes towards shared learning of staff and students over a 
four year period, focusing primarily on the benefits and pitfalls which other shared 
learning studies had identified.
Within this overall aim a number of objectives were also identified (see page 5) which 
between them sought to review the attitudinal change in shared learning experience of the 
staff and students over the four year longitudinal study.
Each and every one of the objectives identified within the overall concept and aim of the 
research has been dealt with during the investigation. Initially the review of the available 
secondary data not only allowed a consideration of the existing information on shared 
learning at the start of the investigation but also resulted in a number of pitfalls and 
benefits related to the implementation of shared learning being identified (see page 51). 
These pitfalls and benefits were used later, in the questionnaire which was distributed to 
staff and students involved in the four year study.
In the initial stages, a review of the existing attitudes of the staff and students to shared 
learning was conducted and this revealed a less than positive attitude which was itself
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identified into consideration before shared learning could be implemented. This ensured 
that before implementing shared learning in the School of Health and Community Studies 
at Derby, ways of minimising any existing negative attitudes to shared learning had been 
sought and a variety of appropriate research tools and methodologies had been considered 
prior to the analysis.
The Research Questionnaire
As a result of the considerations outlined above, and as research had not been undertaken 
in this area before, it was necessary to design a research questionnaire specifically for the 
study and then to ensure its reliability.
The questionnaire was designed incorporating both qualitative and quantitative 
statements/questions. (May, 1989; Morse, 1991; Sommer and Sommer, 1991 and 
Mitchell, 1996;).
In the quantitative section, statements relating to the pitfalls and benefits of implementing 
shared learning were used, as the emphasis on pitfalls and benefits had been derived from 
the literature review. During the design and piloting stages of deriving an appropriate 
questionnaire, it became apparent that the students felt that questions should be asked 
about the curriculum and more importantly, in their view about the social aspects of the 
programme, (see pages 97-98). In addition the questionnaire was also designed so that it 
would be appropriate to be given to all the students and staff involved in the programmes 
each year. (Harden, 1984; and Sommer and Sommer, 1991).
To check the reliability of the quantitative statements in the questionnaire several tests 
were considered and, due to the nature of the study, the Cronbach alpha test was 
considered to be the most appropriate, (see page 103). This test was initially performed 
on the results of the first phase of the data collection exercise and on each of the four 
areas under investigation i.e. pitfalls, benefits, social aspects and curriculum aspects. A
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positive Cronbach alpha result was obtained for each of these and in this way, the 
reliability of the questionnaire was confirmed. It was still tested each year, in order to 
verify that no adverse changes were taking place.
In addition to the analysis of the quantitative sections o f  the questionnaire, qualitative 
information was also collected (see pages 139-143), by using the minutes of Course 
Committee and Examination Board meetings, and video-taped sessions of shared learning 
tutorials for each of the programmes for the four year period of analysis. Analysing the 
qualitative aspects of the research in this way enabled the quantitative results to be 
validated as well as providing additional information about the shared learning 
experience of the students. A key example of the qualitative information derived in this 
way is the detection of the motivating and demotivating factors arising from the running 
of the shared elements of the programmes.
The demotivators were usually context-related problems. (Maslow, 1954; Herzberg, 
1987; Hicks, 1991; Huczynski and Buchanan, 1991; and Mullins, 1994). The main 
context problem, which occurred throughout the four years, related to the size of the 
room where lectures were held for all the students studying on the three programmes 
together. Although, as already stated, this problem was never resolved, the minutes of 
the meetings record that the staff re-sequenced these sessions so that more small group
sessions could be held and this was shown to enhance the shared learning experience of
/the students. j
■ ij
Enhancement to the Understanding of the Area by the Research Findings
As no attitudinal research had been undertaken prior to this study, designing an attitudinal 
questionnaire which was consistently proven to be reliable over the four years of the 
study is seen as a major outcome of the study.
In addition, the key findings of the analysis of the quantitative sections of the student 
questionnaires were that:
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i) the students had a more positive attitude to all four concepts, (Curriculum, 
Social, Pitfalls and Benefits) in phase 4 than they had in phase 1.
Shared learning therefore did have a beneficial effect as judged by the students.
ii) the Social concept was seen to have the most positive attitude rating for all the 
professions over the four years.
The importance and relevance of incorporating social opportunities into the experience of 
students studying on shared learning programmes is therefore vital. Yet the social aspect 
had not been an aspect which had been considered in any of the previously reviewed 
literature and indeed the aspect was only included as a result of the pilot study of the 
questionnaire.
iii) the 94/95 cohort of students, who had studied a programme specifically 
designed with shared learning in mind, become more positive towards shared 
learning at the end of their three year programme with regard to their attitude 
towards the Benefits and Curriculum concepts while their attitude to the Pitfalls 
and Social concepts was at least the same after three years as it was in phase one.
Designing a programme specifically with shared learning was therefore beneficial to the 
students.
It was slightly disappointing that the number of questionnaires completed by the staff was 
too small to be considered statistically viable. However, although the qualitative 
statements made in the questionnaire reflect a more positive attitude to shared learning in 
1995 than that of the students, they are broadly in line with the increased positive attitude 
shown by the students by 1998.
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Reflections on the Study and Recommendations for Future Study in this Area
The results of the research will prove beneficial to anyone undertaking research in this 
area. The research questionnaire can and will be used as a means of monitoring attitudinal 
research in the future.
It is true that over the four year period of analysis, the students had experienced changes 
in attitude with regard to their shared learning experiences. Overall, by the final phase, 
however, they had a positive attitude to the four concepts, i.e. pitfalls, benefits, social and 
curriculum, and the questionnaire had proved to be a reliable tool for measuring the 
change in the students' attitudes. This therefore verifies that positive attitudinal changes 
can occur when undergraduate students are educated on a shared learning programme.
So, what could have been improved?
It is interesting to reflect on the concept of shared learning over the past four years of the 
study and indeed the last six years, if the planning period of the study is taken into 
consideration.
In hindsight some modifications may well have had beneficial effects on the study. 
These could take a variety of forms but would include the key aspects below, which are 
presented here in no particular hierarchical order:-
i) The Introduction of Shared Case Studies Rather Than a Shared Curriculum
Although problem-based learning is widely accepted to be the approach that should be 
used as the framework to promote shared learning (Harden, 1984; Maize-Shelly Muhl 
1988; World Health Organisation, 1988; Gallop, 1991; Funnell, et al 1992; Foldevi and 
Trell, 1993; Forman and Forman Jones and Morley; 1994, and Forman and Fox; 1995) 
(and which was a key approach used at the University of Derby), programmes which are 
currently being designed for shared learning now seem more likely to follow the 
methodology which has been perfected in Linkoping. This approach uses purpose- 
designed case study sessions interspersed throughout the programme. These case studies
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are occasions when the different professions come together specifically to share their 
learning opportunities, rather than continuously sharing aspects of the curriculum which 
are common to each profession. These case studies are designed such that whilst they 
utilise problem-based learning techniques, they are also only appropriate to the level at 
which each of the professional groups is studying. This also allows the time-tabling of 
these opportunities to be much more flexible.
ii) Purpose-built facilities
One of the key difficulties British universities have experienced in implementing shared 
learning (and which was a problem in the planning and implementing of shared learning 
at the University of Derby) is that of the professions being taught on different sites. A 
lot of this difficulty stems from the professions having previously been taught on urii- 
professional programmes in a health service environment. The transferring of the 
responsibility for educating the health professions to higher education institutions ought 
to have solved this problem. However, many of the facilities of the health service were 
merely leased by the higher education institutions rather than either the transferring of the 
students into higher education premises or the building of new facilities which could have 
housed all the professions and so have provided better shared learning opportunities.
One key difference between the University of Linkoping and any British University is 
that the Faculty of Medicine and Health at Linkoping had buildings designed to house 
seven health care professions. No British University even teaches as many as seven 
health care professions and certainly does not possess a building appropriate to allow 
shared learning opportunities in a purpose-built facility!
The University of Derby has already experienced the problems associated with the 
current arrangements of separate locations for the professions and has recognised the
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opportunities which could result from a purpose-built facility. It is now in the process of 
designing such a building.
iii) Shared practice sessions
The main focus of educating a student entering a profession is to ensure that each student 
is equipped to be "fit for practice". Currently at least 50% of the programme of studies 
for each profession is in clinical practice and yet, until very recently, this part of the 
programme has not been considered for shared learning.
Linkoping, again, has led the way in creating a "training ward" run solely by students 
from different professions, together with a focus on the patient, and this demands a 
sharing of information and knowledge.
iv) Primary Care
The last six years have seen the focus on Primary Care become a reality rather than just a 
dream. Primary Care itself demands that professions work together, often with one 
individual from one profession working with one individual from another profession, 
rather than full departments working with other departments. An example of this would 
be where a physiotherapist works with an occupational therapist in a primary care 
environment, rather than in secondary care where a full Department of Physiotherapy 
would liase with a full Department of Occupational Therapy. This individual 
relationship in Primary Care has resulted in there being more of an understanding 
between the professions involved and in there being more respect for the contribution that 
each profession makes to the welfare of the patient.
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v) Methodology
The basic methodology used in the current research investigation, which included the 
questionnaire, video taping of sessions and the monitoring of Course Committee and
Exam Board minutes proved to be effective for the monitoring of this study. So, with
some fine tuning, any subsequent research in this area of study ought to utilise similar 
research methods, not only to verify the methodology but also to look at similar and 
different trends. Further use of the qualitative data, particularly in a clinical setting, 
would also be an advantage, as this is an area where shared learning is applied but it was 
not a major focus of this thesis.
What factors helped in undertaking this study?
In addition to the factors which could have been improved, two aspects were most 
important in ensuring that this study could be conducted
i) Management of the implementation of shared learning.
As stated on page 144:
“...when implementing change, managers seldom think through the effects of that 
change and how to motivate the staff to acquire the skills and behaviours to make 
the new system a success.”
In any situation where shared learning is to be introduced, it is most important that its 
management is conducted with enthusiasm and dedication. Key to the implementation of 
shared learning within the School of Health and Community Studies at Derby was, 
therefore, the commitment of management to its success. As Dean of this School, the 
management of the School and the implementation of this study was therefore undertaken 
in the knowledge that its management would be one of the most fundamental aspects of
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its success. At the same time, this allowed the matters1 of reviewing the literature, 
motivating staff, distributing and analysing data to be undertaken in a manner of 
consistency and commitment to the implementation of shared learning and the monitoring 
of its implementation.
It is therefore, pleasing to report that the success of the implementation of shared learning 
in the School of Health and Community Studies was noted at a recent Quality Assurance 
Agency review for the “Other Subjects Allied to Medicine”, which included students 
studying the programmes which have been monitored in this study.
ii) Ongoing Commitment by the Government to the Implementation of Inter­
professional Practice.
Appendix A lists the government acts and reports which have over the past 40 years 
demonstrated the Government’s commitment to inter-professional education and practice. 
The knowledge that this was seen as vital not only in the UK but internationally 
(Areskog, 1995; Bent, 1996; Majoor,1990;) reinforced ;the need to monitor the 
implementation of shared learning at the undergraduate level. In fact, the force of the 
Government’s commitment to shared learning has increased and has been reinforced by 
its most recent publication (Department of Health, 2000) which places emphasis on the
following: j
i
• Team working across professional and organisational boundaries;
• Flexible working to make the best use of the range of skills and knowledge of the 
staff;
• Streamlining workforce planning and development which stems from the needs of 
patients not professionals;
• Maximising the contribution o f  all staff to patient care, doing away with barriers 
which say only doctors or nurses can provide particular types of care;
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•  Modernising education and training to ensure that staff are equipped with the skills 
they need to work in a complex, changing NHS;
•  Developing n e w , more flexible, careers for staff of all professions;
•  Expanding the workforce to meet future demands.
The identification of these specific factors again emphasises the need for research studies 
such as the one reported here!
Recent Developments and the Opportunities for Further Research, Policy and 
Practice
This research has provided a reliable research questionnaire, which can be used to 
continue the studies in Derby beyond the four years outlined in this thesis. Similar studies 
at other Universities can also be carried out thereby verifying or challenging the findings 
given here.
It has been shown that although inter-professional health care education was being 
mentioned as early as the 1960s, the emphasis on this being a means of ensuring benefits 
in practice has not yet been proven (Zwarenstein 1999). However, it is almost universally 
accepted that shared learning is even more relevant to the working environment of 
today’s practitioners, who are now having to work in a more primary care-led setting 
(Meads and Ashcroft, 2000).
This current study, (which is the first to consider monitoring the attitudinal changes of 
health care students studying an undergraduate curriculum), has only recently been 
completed. It has therefore not yet been possible to evaluate whether it has helped to 
develop a more effective professional in the practice setting. However, in reviewing the 
results which students are achieving in their practice-based assignment, a qualitative 
improvement can already be seen.
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In this context, it is interesting to note that at a recent conference, Schmitt (2000) outlined 
developments in America, which had evaluated the work of students in practice-based 
settings. As part of their studies, these students had to investigate real problems in the 
community health care setting. They then needed to propose ways of resolving a problem, 
implementing the change, and monitoring the effects of the change. This demonstrated 
that by working in an inter-professional way in practice, the health care of the service 
users could be improved!
The research at Derby has, therefore, highlighted a number of issues, which demand 
further study. These can be summarised into the following questions:
i) Will this trend in positivity to shared learning continue with students at the 
University of Derby?
ii) Would similar results be experienced at other Institutions with the same 
professional groups?
iii) Would similar results be experienced with other professional groups?
iv) Should programmes which incorporate shared learning incorporate more social 
activities for the students?
All these questions have been raised as a result of the current research investigation, other 
researchers MUST be encouraged to attempt to answer them!
The major question that still remains to be answered, however, is:
“Does this emphasis on shared learning at undergraduate level improve the 
effectiveness of the health care professionals in practice?”
The intention is therefore to follow students who have experienced this input of shared 
learning and to evaluate their effectiveness in inter-professional work in the practice 
setting using the research questionnaire developed in this study.
169
REFERENCES
Areskog, N. (1995) Multiprofessional Education at Undergraduate Level. In Soothill, 
K., Mackay, L. and Webb, C. (Eds.), Inter-professional Relations in Health Care. 
Edward Arnold: London, pp 125-139.
Arnold, E. (1995) Troubled Times: The Context for Inter-professional Collaboration? 
In Soothill, K., Mackay, L. and Webb, C. (Eds.), Inter-professional Relations in 
Health Care. Edward Arnold: London, pp 5-10.
Baker, C.,Wuest, J. and Stem, P. (1992) Method Slurring: The Grounded 
Theory/Phenomenology Example. Journal of Advanced Nursing, 11, pp 1355-60.
Banta, H. D. and Fox, R. C. (1972) Role Strains of a Health Care Team in a Poverty 
Community : The Columbia Point Experience. Social Science and Medicine, Vol. 6 
(11), pp 697-722.
Barber, J.H. (1979) Towards Team Care. In Kockelmans, J. (Ed.), Interdisciplinary 
and Higher Education. London Pennsylvania State University Press: University Park, 
P.A., USA.
Barr, H. (1994) Perspectives on Shared Learning. CAIPE: London.
Barr, H. and Shaw, I. (1995) Shared Learning: Selected Examples from Literature. 
CAIPE: London.
Barr, H. and Waterton, S. (1996) Inter-professional Education in Health and Social 
Care in the United Kingdom. CAIPE: London.
Beattie, A. (1995) War and Peace Among the Health Tribes. In Soothill, K., Mackay, 
L. and Webb, C. (Eds.), Inter-professional Relations in Health Care. Edward Arnold: 
London, pp 11-26.
Bell, J. (1993) Doing Your Research Project: A Guide for First Time Researchers in 
Education and Social Science, 2nd edn., Open University Press: Buckingham.
Bent, M. (1996) Shenandoah University Schools of Health Professions Programme in 
Occupational Therapy. University Press: Virginia.
/
Bennett, P., Dawar, A. and Dick, A. (1972) Inter-professional Co-operation. Journal 
of the Royal College of General Practitioners, Vol. 22, pp 603-9.
Bernstein, A. J. (1971) Class Codes and Control, Vol.l. Routledge: London.
Berring, H.(1983) Pulling Together. Journal of Allied Health, 2(3), pp 107-112.
Bowling, A. (1983) Team Work in Primary Health Care. Nursing Times, Vol. 79 (48), 
pp 56-59.
Bright, N. (1976) A Working Health Service. Public Health, Vol. 90, pp 280-293.
170
Brown, R. (1995) Prejudice: Its Social Psychology. Blackwell: Oxford .
Bryman , A.(1986) Leadership and Organisations. Routledge & Kegan Paul: London.
Carpenter, J. and Hewstone, M. (1996) Shared Learning for Doctors and Social 
Workers: Evaluation of a Programme. British Journal of Social Work, Vol. 26, pp 
239-257.
Cole, G. A. (1993) Management Theory and Practice. DP Publications: London.
CVCP (1996) Health Professions Shared Teaching and Learning (Inter-professional 
Education and Training) -  Survey of Activity. Committee of Vice-Chancellors and 
Principals of the Universities of the United Kingdom, London.
CVCP Health Professions Committee (1999). (Inter-professional Education and 
Training for Health Professionals), Committee of Vice-Chancellors and Principals of 
the Universities of the United Kingdom, London.
Conway, D. A. (1975) Operational Research, Inter-disciplinary and Higher 
Education, Vol. 2 (3), pp 48-end.
Court Report (1976) Fit for the Future. Report of the Committee on Child Health 
Services. Vol. 1&2, HMSO, London.
Cumberledge Report (1986) Neighbourhood Nursing Review : A Focus for Care. 
HMSO, London.
Damont, D. (1992) Shared Learning in the Community. Journal of Clinical Practice, 
Vol. 5 (6), pp 26-27.
Davidson, L. and Lucas, J. (1994) Multiprofessional Education in an Undergraduate 
Curriculum: A Turbulent Journey. Observations from Adelaide, Linkoping and 
Salford. A Presentation to the European Network for Development of 
Multiprofessional Education in Health Sciences, Tromso.
Denzin, N. K. (1989) The Research Act: A Theoretical Introduction to Sociological 
Methods (3rd edition). Prentice Hall: London.
Department of Health (1988) Community Care : Agenda for Action. A Report to the 
Secretary of State by Sir Roy Griffiths. HMSO, London.
Department of Health (1989a) Working for Patients: Education and Training. 
Working Paper 10. HMSO, London.
Department of Health (1989b) Caring for People: Community Care in the Next 
Decade and Beyond. HMSO, London.
171
Department of Health (1989c) General Practice in the NHS: A New Contract. Health 
Departments of Great Britain. HMSO, London.
Department of Health (1990) NHS and Community Care Bill: Working for Patients 
and Caring for People HMSO. London.
Department of Health (1991) Patient’s Charter. HMSO, London.
Department of Health (1992) Health of the Nation: A Strategy for Health in England. 
HMSO, London.
Department of Health (1993 a) Research For Health. HMSO, London.
Department of Health (1993b) A Vision For the Future: The Nursing, Midwifery, and 
Health Visiting Contribution to Health and Health Care. HMSO, London.
Department of Health (1994a) Managing the New NHS. Functions and 
Responsibilities in the New NHS. HMSO, London.
Department of Health (1994b) Towards a Primary Care-led NHS. HMSO, London.
Department of Health (1996a) The NHS: A Service With Ambitions. HMSO, London.
Department of Health (1996b) Primary Care, the Future: Choice and Opportunity. 
HMSO, London.
Department of Health (1997) The New NHS: Modern; Dependable. HMSO, London.
Department of Health (1998) A First Class Service: Quality in the New NHS. HMSO, 
London.
■ i
Department of Health (2000) A Health Service of All the Talents: Developing the 
NHS Workforce. HMSO, London. Ij
Department of Health and Social Security (1971a) Better Services for Mental 
Handicapped Persons. HMSO, London.
Department of Health and Social Security (1971b) The National Health Service 
Reorganisation: Consultative Document. HMSO, London.
Department of Health and Social Security (1974a) Community Health Service 
Transferred from Local Authority to NHS. HMSO, London.
Department of Health and Social Security (1974b) Report of the Working Party on 
Collaboration Between, the NHS, DHSS and Local Government. HMSO, London.
Department of Health and Social Security (1976a) Democracy in the NHS. HMSO, 
London.
172
Department o f Health and Social Security (1976b) Priorities for Health and Personal
Social Services in England. HMSO, London.
Department of Health and Social Security (1976c) Prevention and Health: 
Everybody’s Business. HMSO, London.
Department of Health and Social Security (1977) The Way Forward. HMSO, London.
Department of Health and Social Security (1979) Patients First: Consultative Paper on 
the Structure and Management of the NHS in England and Wales. HMSO, London.
Department of Health and Social Security (1980) Hospital Services: Future Plan of 
Hospital Provision in England. HMSO, London.
Department of Health and Social Security (1981a) Care in the Community: 
Consultative Document on Moving Resources for Care in England. HMSO, London.
Department of Health and Social Security (1981b) Care in Action: A Handbook of 
Policies and Priorities for the Health and Personal Social Services in England. HMSO, 
London.
Department of Health and Social Security (1983) Care in the Community and Joint 
Finance. HMSO, London.
Department of Health and Social Security (1984a) Report of the Working Group on 
Collaboration Between Family Practitioner Committees and District Health 
Authorities. HMSO, London.
Department of Health and Social Security (1984b) Great Britain; Parliament; House 
of Commons; Social Services Committee Report on Community Care, with Reference 
to the Adult Mentally 111 and Mentally Handicapped. HMSO, London.
Department of Health and Social Security (1985) Health Authorities to Contract-Out 
Laundry and Catering. HMSO, London.
Department of Health and Social Security (1986a) Resource Management and 
Waiting Initiatives in Hospitals. HMSO, London.
Department of Health and Social Security (1986b) Progress in Partnership. Report of 
Working Group on Joint Planning, Local Authority Association and National 
Association of Health Authorities. HMSO, London.
Department of Health and Social Security (1986c) NHS Training Authority. HMSO, 
London.
Department of Health and Social Security (1986d) NHS Health Pickup Modules. 
HMSO, London.
173
Department of Health and Social Security (1986e) Collaboration Between the NHS,
Local Government and Voluntary Organisations, HMSO, London.
Department of Health and Social Security (1986f) Primary Health Care: An Agenda 
For Discussion. HMSO, London.
Department of Health and Social Security (1987) Promoting Better Health: The 
Governments Proposals for Improving Primary Health Care. HMSO, London.
Edwards, P., Jones, S., Shale, D. and Thursz, M. (1996) Shared Care - A Model for 
Clinical Management. Radcliffe Medical Press Limited: London.
Elliott, P. and Elliott, T.D. (1972) The Development of the Family Care Team in 
Rural Communities in Britain, Israel and Holland. The Journal of the Royal College 
of Practioners, Vol. 22, pp 560-569.
Engel, C.E. and Clark, R. M.(1986) Interdisciplinary Science Reviews. Professional 
Education For Capability and Change, Vol. 10, pp 199-201.
Field, P. A. and Morse, J.M. (1990) Nursing Research: The Application of Qualitative 
Approaches. Aspen: Rockville, Maryland, USA.
Finocchoi, L.J. and Johnson, C.D. (1995) A Core Curriculum in Allied Health 
Education: Current Issues and Future Expectations. Journal of Allied Health, Vol .24 
(3), pp 203-219.
Fletcher, J. (1974) Research, Education Policy and the Management of Change. 
Oxford Review of Education, Vol.20, pp 57-80.
Foldevi, M. and Trell, E. (1993) Learning the Basics of Medicine in General Practice in 
the Faculty of Health Sciences, Linkoping, Sweden. Annals of Community-Oriented 
Education, Vol.6, pp 97-113.
Forman, D. (1994) The Ocean Between a Professional and a Technician 
Radiographer. Research in Radiography, Vol. 3 (2), pp 27-32.
Forman, D. and Fox, J. (1995) Shared Professional Issues. Radiography Today,
Vol.61, p 693.
Forman, D. and Gallop, D. (1991) Formulation and Validation of a Degree in Health 
Care. Radiography Today, Vol.57, pp 11-12.
Forman, D. and Nyatanga, L. (1999) The Evolution of Shared Learning. Medical 
Teacher, Vol.21 (5), pp 489-496.
Forman, D., Jones, I. and Morley, J. (1994) Shared Management Learning at the 
University of Derby. Journal of Interprofessional Care, Vol. 8 (3), pp 275-278.
174
Fry, S. (1980) Team Work in Primary Care: A Conspectus. Primary Care, Vol. 4, pp 
108-138.
Funnell, P., Gill, J. and Ling, J. (1992) Competence Through Inter-professional Shared 
Learning. In D. Saunders and P. Race (Eds.), Aspects o f  Educational Training and 
Technology, Vol.25, Developing and Measuring Competence.
Kogan Page: London, pp 1-7.
Gilmour, M. (1974) Competence Through Inter-professional Shared Learning. The 
Work of the Nursing Team in General Practice, pp 147-165.
Goble, R. (1994) Multi-professional Education in Europe: An Overview. In Leathard, 
A. (Ed.), Going Inter-professional: Working Together fo r  Health and Welfare. 
Routledge: London, pp 175-187.
Goble, R. (1991) Keeping Alive Intellectually. Nursing, Vol. 4(33), pp 19 -  22.
Gorman, P. (1998) Managing Multidisciplinary Teams in the NHS. Kogan Page: 
London.
Griffiths, Report (a). (1983) NHS Management Enquiry. New Central NHS Board 
and Accountable General Managers. HMSO, London.
Griffiths, Report (b). (1988) Community Care: An Agenda for Action. HMSO, 
London.
Gunn, B. (1978) Why is Implementation So Difficult? Management Services in 
Government, (November), pp 169-176.
Hall, C. and Turner, J. (1987) Attitudinal Change in the Health Service. In Turner, J. and 
Giles, H. (Eds.), Intergroup Behaviour. Blackwell: London.
Hammick, M. (1998) Interprofessional Education : Concept Theory and Application. 
Journal of Interprofessional Care, Vol. 12, pp 323-332.
Handy, C. (1993) Understanding Organisations. Penguin: London.
Harden, RM. (1984) Education Strategies in Curriculum Development: the SPICES 
Model. Medical Education, Vol. 18, pp 284-287.
Harding Report (1981) Report of a Joint Working Group of the Standing Medical 
Advisory Committee and the Standing Nursing and Midwifery Advisory Committee. 
HMSO, London.
Hart, E. and Bond, M. (1995) Action Research for Health and Social Care: A Guide to 
Practice. Open University Press: Buckingham.
Herzberg, F. (1987) Workers Need the Same Around the World. Industry Week, 21st 
September, pp 29-32.
175
Hewson, M. and Sim, S. (1998) Managing Interprofessional Working: Using Codes 
of Ethics as a Foundation. Journal of Interprofessional Care, Vol. 12 (3), pp 309-318.
Hicks, C.M. (1990) Research and Statistics: A Practical Introduction for Nurses. 
Prentice Hall: London.
Hogg, M.A.and Abrams, D. (1988) Social Identifications. Routledge: London.
Horder, J. (1989) The Centre for the Advancement of Inter-professional Education in 
Primary Health Care. Journal of Management in Medicine, Vol.4 (1), pp 131-134.
Hornby, S. (1993) Collaborative Care: Inter-professional, Interagency and 
Interpersonal. Blackwell Scientific: London.
Houle, C. O. (1970) To Learn the Future. Medical Clinics of America, Vol. 54 (1), pp 5- 
17.
Howkins, E . , Badger, D. and Ewens, A. (1996) Interprofessional Education at the 
University of Reading. In-House Publication.
Huczynski, A. A. and Buchanan, D. A. (1991) Organisational Behaviour. Prentice 
Hall: London.
Hughes, J. (1990) The Philosophy of Social Research. Second Edition. Longman: 
London.
lies, P. A. and Auluck, R. (1990) From Organisational to Inter-organisational 
Development in Nursing Practice: Improving the Effectiveness of Inter-disciplinary 
Teamwork and Interagency Collaboration. Journal of Advanced Nursing, Vol. 15, pp 
50-58.
Jarvis, P. (1983) Professional Education (New Patterns of Learning Series), Vol. 1 
(5), pp 64-79.
Jay Report. (1979) Report of the Committee of Enquiry into Mental Handicap 
Nursing and Care Vols. 1&2. HMSO, London.
Jolley, M. (1987) The Weight of Tradition. In Allen, P. and Jolley, M, (Eds), The 
Curriculum in Nursing Education. Routledge: London.
Kendrick, D. (1992) Accountability and Research - based Practice. Open College 
Press: Didsbury.
Kimchi, L., Polivka, K. and Stephenson, I. (1991) Triangulation: Operational 
Definitions. Nursing Research, 40 (6), pp 364-366.
Kinnunen, J. (1990) The Importance of Organisational Culture on Development 
Activities in a Primary Health Care Organisation. International Journal of Health 
Planning and Management, 5 (65), pp 203-207.
176
Kline, M. (1993) Personality: The Psychometric View. Can Personality be 
Measured? Can Tests Predict Behaviour? Routledge: London, pplO-11.
Koch, T. (1994) Establishing Rigour in Qualitative Research: The Decision Trail. 
Journal of Advanced Nursing, Vol. 6, pp 976-986.
Lazarus, J., Meservy, P.M., Joubert, R., Lawrence, G. and Ngobeni, F. (1998) The 
South African Community Partnerships : Towards a Model for Interdisciplinary 
Health Personnel Education. Journal of Inter-professional Care, Vol .12 (3), pp 279- 
288.
Leathard, A. (1994) Going Interprofessional: Working Together for Health and 
Welfare. Routledge: London.
Le Compte, P. and Goetz, L. (1974) Transitions to New Methodologies. In Morse, J. 
M. (1991) (Ed), Approaches to Qualitative-Quantitative Methodological Triangulation. 
Nursing Research, Vol. 40 (2), pp 120-123.
Leininger, M. (1976) Two Strange Health Tribes: Gnisrun and Enicidem in the United 
States. Human Organisation, Vol. 35 (3), pp 267-281.
Leininger, M. (1971) This I Believe About Interdisciplinary Health Education For the 
Future. Nursing Outlook, Vol. 19 (12), pp 787-791.
Lewin, K. (1951) Field Theory in Social Science. Harper and Bros: New York.
Lindencrona, C., Sorlie, T. and Iversen, K.I. (1996) Issues of Evaluation in an 
Ongoing Seminar for Working Relationships in a Surgical Clinic. Journal of Inter­
professional Care, Vol. 10 (2), pp 157- 159.
Lloyd, G., Borland, M., Thwaites, M. and Waddicor, P. (1973) An Interdisciplinary 
Workshop. Journal of the Royal College of General Practitioners, Vol. 23 (11), pp 463- 
473.
Loxley, A. (1997) Co-operation in Health and Welfare: Working with Difference. 
Kingsley: Tyne and Wear.
Lyon, T. (1991) The Shared Learning Process Revisited. Journal For Quality and 
Participation, Vol. 14 (4), pp 34-40.
Maanen, R. (1992) Theory and Research in Social Science. In Walters, A. J. (1995) 
(Ed.), The Phenomenological Movement: Implications for Nursing Research. Journal 
of Advanced Nursing, 22, pp 791-799.
Mackay, L. (1995) The Patient as a Pawn in Inter-professional Relationships. In 
Soothill, K., Mackay, L. and Webb, C. (Eds.), Inter-professional Relations in Health 
Care. Edward Arnold: London, pp 349-360.
177
Majoor, G.D. (1991) Some Problems in the Maastricht Variant of PBL. In How to 
Educate Health Professionals for the Future - a Workshop on PBL and MPE at the 
Faculty of Health Sciences, Linkoping, Sweden.
Majoor, G. D. and Snellen-Balendong, H.A.M. (1990) Curriculum Revision: 
Renovation of an Innovative Approach. Annals of Community Oriented Education 
Institutions for Health Sciences, Vol. 3, pp 331-334.
Malzen-Shelly Muhl, V. (1988) Secondary Health Professions Occupations Education 
Curriculum. Iowa University: USA, pp 147-152.
Maslow, A.H. (1954) Motivation and Personality. Harper and Row: London.
Mason, E. J. and Parascandola, J. (1972) Preparing Tomorrows Health Care Team. 
Nursing Outlook, Vol. 20 (11), pp 728-731.
May, C. (1989) Research on Nurse- Patient Relationships: Problems of Theory, 
Problems of Practice. Journal of Advanced Nursing, Vol. 15, pp 307 - 315.
McCracken, G. (1988) The Long Interview. Sage: London.
McNally, R. (1977) Inter-professional Education of the New Health Practitioner. 
Journal of Medical Education, Vol. 52 (3), pp 177-189.
Meads, G. and Ashcroft, J. (2000) Relationships in the NHS -  Bridging the Gap. 
Royal Society of Medical Press Limited: London.
Menzies, L. I. (1988) Containing Anxiety in Institutions. Free Association Books: 
London.
Merrison Report (1979) Report of the Royal Commission on the NHS. HMSO,
London. /I
!
Miller, M. and Kirk, J. (1986) Reliability and Validity in Qualitative Research in 
Beverly Hills. Sage: London. j
Ministry of Health (1962) The Hospital Plan for England and Wales. Ministry of 
Health. HMSO, London.
Ministry of Health (1966) The GP Charter (RCGP). HMSO, London.
Mitchell, E.S. (1986) Multiple Triangulation: A Methodology For Nursing Science. 
Advances in Nursing Science, Vol. 8 (3), pp 18-26.
Morrison, P. (1990) An Example of the Use of Repertory Grid Technique in Assessing 
Nurses’ Self Perceptions Of Caring. Advanced Journal ofNursing, Vol. 10 (4), pp 253- 
259.
Morse, J. M. (1991) Approaches to Qualitative-Quantitative Methodological 
Triangulation. Nursing Research, Vol. 40 (2), pp 120-123.
178
Mullins, L. J. (1994) Management and Organisational Behaviour. Pitman: London.
Ornery, A. (1983) Phenomenology: A Method for Nursing Research. Advances in 
Nursing Science, Vol. 5 (2), pp 49-63.
Oppenheim, A. N. (1992) Questionnaire Design, Interviewing and Attitude 
Measurement. Pinter: London.
Ovretveit, J. (1996) Five Ways to Describe a Multi Disciplinary Team. Journal of 
Interprofessional Care, Learning Together Vol. 10 (2), pp 163-171.
Owens, P., Carrier, J. and Horder, J. (1995) Inter-professional Issues in Community 
and Primary Health Care. MacMillan: London.
Pall, R. (1992) Effective Team Management. In Pritchard, P. and Pritchard, J (Eds.), 
Developing Teamwork in Primary Health Care: A Practical Work Book. Oxford 
University Press:Oxford.
Pereira-Gray, D.J. (1993) Multi-professional Education at the Post Graduate Medical 
School, University of Exeter. Annals of Community Oriented Education, Vol. 6, pp 
181-190.
Pietroni, P. (1996) Stereotypes or Archetypes? A Study of Perceptions Amongst 
Health Care Students. In Pietroni, P. and Pietroni, C. (Eds.), Innovations in 
Community Care and Primary Health. Churchill Livingstone: Edinburgh.
Piggot, B. (1980) Inter-professional Education Programme. Learning and Educational 
Technology, Vol. 17 (3), pp 154 -  159.
Powell, T., Partridge, T., Nicholls, T., Wright, L., Mould, H., Cook, C., Anderson, A., 
Blakey, L., Boyer, M., Davis, L., Grimshaw, J., Johnsen, E., Lambert, L., Page, J., 
Pearce, D., Smith, A., Sturman, S., Searle, Y. and Tatter, S. (1994) An 
Interdisciplinary Approach to the Rehabilitation of People With Brain Injury. British 
Journal of Rehabilitation, Vol .1(1), pp 8-13.
Pritchard, P. and Pritchard, J. (1992) Developing Teamwork in Primary Health Care:
A Practical Workbook.Oxford University Press:Oxford.
Rawson, D. (1994) Models of Interprofessional Work. In Leathard, A. (Ed.), Going 
Interprofessional. Routledge: London, pp 38-63.
Robinson, J.P. (1991) Attitude Measurement. In Kline, M. (Ed.), Personality: The 
Psychometric View. Can Personality be Measured? Can Tests Predict Behaviour? 
Routledge: London, pp 10 and 11.
Rogers, J. (1991) The Lifeblood of the NHS. Personnel Management (PMA), Vol. 23 
(June), pp 44-49.
179
Rubin, I. R. and Beckhard, R. (1972) Factors Influencing the Effectiveness of Health 
Teams. Milbank Memorial Fund Quarterly, 50 (3), pp 317-337.
Rusnack, B. (1977) Planned Change -  Interdisciplinary Education for Health Care. 
Journal of Education for Social Work, Vol. 13 (1), pp 104-111.
Sandelowski, M. (1986) The Problem of Rigor in Qualitative Research. Advances in 
Nursing Sciences, Vol. 8 (3), pp 27-37.
Sandwell, J.T. (1994) Primary Health Care Team Workshop Programme. FHSA., pp 
1-25.
Schein, E. H. (1985) Organisational Culture and Leadership -  A Dynamic View. 
Jossey Bass: London.
Schmidt, H.G., Daupinee, W.D. and Patel, V.L. (1987) Comparing the Effects of 
Problem-based and Conventional Curricula in an International Sample. Journal of 
Medical Education, Vol. 62, pp 305-308.
Scott-Wright, M. S. (1976) The Relevance of Multidisciplinary Education in the 
Health Care Team. King Edwards Hospital Fund Publications: London.
Silen, C. (1991) Problem-Based Learning at the Faculty of Health Sciences in 
Linkoping. In: How to Educate Health Professionals for the Future - a Workshop on 
PBL and MPE at the Faculty of Health Sciences, Linkoping, Sweden, pp 15-21.
Soothill, K., Mackay, L. and Webb, C (1995) Inter-professional Relations in Health 
Care. Edward Arnold: London.
Sommer, B. and Sommer, R. (1991) A Practical Guide to Behavioural Research:
Tools and Techniques. Oxford University Press: Oxford, pp l55-161.
Spitzer, W O. (1975) Issues for Team Delivery and Interdisciplinary Education: A 
Canadian Perspective. Journal of Medical Education, Vol. 50, pp 117-21.
Spratley, J. and Pietroni, M. (1996) Creative Collaboration. Interprofessional 
Learning Priorities in Primary Health and Community Care. In Pietroni, P. and 
Pietroni, C.(Eds.), Innovations in Community Care and Primary Health. Churchill 
Livingstone: Edinburgh.
Stenhouse, L. (1992) What Counts as Research? Curricula for Diversity in 
Education, Vol. 2 (7), pp 293-303.
Storrie, J. (1992) Mastering Inter-professionalism: An Enquiry into the Development 
of Masters Programmes with an Inter-Professional Focus. Journal of Inter- 
Professional Care, Vol. 6 (3), pp 253-259.
Sudman, S. and Bradburn, N.M. (1991) Asking Questions. Jossey Bass: Oxford. 
Sumner, W. G. (1906) Folk Ways. Ginn: New York.
180
Tajfel, J. (1969) Human Groups and Social Categories. Cambridge University Press: 
Cambridge.
Thurstone, L.L. and Chave, E.J. (1929) The Measurement of Attitudes. University of 
Chicago Press: Chicago.
Tope, R. (1999) The Impact of Inter-Professional Education: Projects in the South West 
Region. NHS Executive, South West.
Tope, R. (1998) Integrated Interdisciplinary Learning Between the Health and Social 
Care Professions: A Feasibility Study. Avebury: Brookfield, USA.
Trethowan Report. (1987) Promoting Better Health. The Standing Mental Health 
Advisory Committee. HMSO, London.
University of Derby (1996) Occupational Therapy Validation Document.
Vanclay, L. (1996) Sustaining Collaboration Between General Practioners and Social 
Workers. CAIPE. pp 5-39.
Verwijen, M., van der Vleuten, C. and Imbos, T. (1990) A Comparison of an 
Innovative Medical School with Traditional Schools: An Analysis of the Cognitive 
Domain. In: Nooman, Z.M (Ed.), Innovation in Medical Education: An Evaluation o f 
its Present Status. Springer: New York, pp 40-51.
Vuori, H. (1976) Approaches to Training for Co-operation. Public Health, London, 
Vol. 40, pp 281-185.
Walters, A. J. (1995) The Phenomenological Movement: Implications for Nursing 
Research. Journal of Advanced Nursing, Vol. 22 (4), pp 791-799.
Webb, A. (1994) Report of the Task Force on the Strategy for Research in Nursing, 
Midwifery and Health Visiting. HMSO, London.
Whittington, C., Bell, L. and Holland, R. (1993) Summary Papers on Learning for 
Organisational and Interprofessional Competence in Social Work. CCETSW/Kings 
College Project: Stage IICCETSW.
Wijnen, W.H.F.W. (1985) Maastrichts onderwijs and studierendement (Maastricht 
education and study efficiency), Internal PES- publication nr. 112, Department of 
Education Development and Education Research, University of Limburg, Maastricht, 
The Netherlands.
Wilmot, S. (1995) Professional Values and Interprofessional Dialogue. Journal of 
Interprofessional Care: Clinical Guidelines and Audit, Vol. 9 (3), pp 257-266.
Wilson, P. and MacMurray, V.D. (1974) Interdisciplinary Education: Lowering the 
Barriers to Effective Learning. Educational Research, Vol. 17 (1), pp 27-33.
181
Winner Report (1978) Collaboration in Community Care: A Discussion Document, 
Personal Social Service Council. HMSO, London.
Wise, H., Beckhard, R., Rubin, I. And Kyte, A (1974) Making Health Teams Work. 
Ballinger: Cambridge, USA.
Wolman, M.G. (1977) Interdisciplinary Education: Continuing Experiment. Science, 
Vol. 198, pp 800-804.
Wood, D.J. and Gray, B. (1991) Towards a Comprehensive Theory of Collaboration. 
Journal of Applied Behavioural Science, Vol. 27 (2), pp 139-162.
World Health Organisation (1984) Consultation on Multi-professional and 
Continuing Education. WHO Summary Report: Copenhagen.
World Health Organisation (1988) Study Group on Multi-professional Education. 
Learning to Work Together for Health: The Team Approach. Technical Report Series 
769, WHO, Geneva.
182
APPENDIX A
APPENDIX A Government Acts and Reports Influencing Inter-professional Co­
operation. (Updated from Forman and Nyatanga, 1999)
DATE DOCUMENT IMPACT AFFECT ON 
HEALTH CARE 
PROFESSIONS 
” SHARING"
1962 The Hospital Plan 
for England and 
Wales.
Ministry of Health 
HMSO, London 
(Cmnd 1604).
To forestall illness and 
disability by preventative 
measures.
To develop services to 
match preventative 
needs.
1966 The GP Charter 
(RCGP). Ministry of 
Health, HMSO, 
London.
To safeguard clinical 
freedom and identity. 
GP as a generalist.
Generalist/specialist 
dichotomy in shared 
learning reviewed.
1971(a) Better Services for 
Mental Handicapped 
Persons DHSS, 
London. (Cmnd 
4683).
Services for the full 
range of mental health 
needs.
Holistic view of service 
-users and care. 
Integrated service -user 
services for the 
mentally handicapped.
1971(b) The National Health 
Service
Reorganisation: 
Consultative 
Document, DHSS, 
London.
(implemented 1974).
To ensure the health and 
welfare of people in their 
areas. ,
Joint consultative 
committee set up with 
the statutory obligation 
to:
coordinate allocation of 
resources; consider 
policy and interaction.
1973 Report of the 
Working Party on 
Collaboration 
Between, the NHS, 
DHSS and Local 
Government. 
HMSO, London.
To ensure effective and 
efficient use of resources 
to meet mutual concerns 
and promote mutual j 
benefits.
To share information to 
benefit practice.
Plans for the provision 
of closely related 
services.
Staff allocated by skills 
(advent of skill mix). 
Need to forge effective 
links to the benefit of 
healthcare services.
1974(a) Community Health 
Service transferred 
from local authority 
to NHS. DHSS, 
HMSO, London.
To improve standards. 
Better co-ordination of 
primary and community 
care.
Stronger links between 
community and 
hospitals.
Staff attached to a 
practice not just to 
hospitals.
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DATE DOCUMENT IMPACT AFFECT ON 
HEALTH CARE 
PROFESSIONS 
” SHARING”
1976(a) Democracy in the 
NHS, DHSS, 
HMSO, London.
Changes made to the 
management structure. 
Introduction of teams 
of managers and a new 
planning system.
Attempted to bring teams 
of managers together. 
Unsuccessful when 
service short of funds.
1976(b) Priorities for Health 
and Personal Social 
Services in England 
DHSS, HMSO, 
London.
Greater emphasis 
placed on preventative 
services and 
community care
The scope for 
rationalisation in acute 
care was stressed.
1976(c) Prevention and 
Health: Everybody’s 
Business DHSS, 
HMSO, London.
To develop community 
- based services to keep 
people out of hospital. 
Effective overall 
deployment of 
resources.
Essential rationalisation 
and redeployment, 
leading to
compensating financial 
savings.
Joint care planning teams 
set up.
Strategic rather than 
operational.
Equal commitment.
Joint financing to ease 
short term difficulties.
1976(d) Court Report 
"Fit for the Future". 
(Report of the 
Committee on Child 
Health Services). 
HMSO, London. 
(Cmnd.6684, Vol 
1&2).
Integrated child health 
services.
Multi-disciplinary teams. 
Multi-disciplinary 
education and training.
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1977 The Way Forward, 
DHSS, HMSO, 
London.
To improve co­
operation between 
agencies and make 
"service-users" aware 
of services.
Statutory duty for 
various agencies to
cooperate.
1978 Collaboration in 
Community Care: A 
Discussion 
Document. Personal 
Social Service 
Council. (Winner 
Report) HMSO, 
London.
To enforce greater co­
operation for the 
betterment of patient 
care.
Better communication. 
Joint training (in 
practice).
Multi-professional
working.
1979(a) Report of the 
Committee of 
Enquiry into Mental 
Handicap Nursing 
and Care (The Jay 
Report). HMSO,
London...................
(Cmnd.7468, Vol 
1&2).
Comprehensive service 
to meet perceived 
needs.
Shared training between 
social workers and 
students studying 
learning disabilities.
1979(b) Royal Commission 
on the NHS. 
(Merrison Report) 
HMSO, London. 
(Cmnd 7615).
Encouraged closer 
working relationships 
between health care 
professionals. 
Established effective 
collaboration without 
structural merging.
Determination and 
"positive attitudes" 
towards working 
together.
More appropriate shared 
training.
185
1979 Patients First. 
Consultative paper 
on the structure and 
management of the 
NHS in England and 
Wales. (DHSS). 
HMSO, London.
Encouraged "response 
to needs" approach. 
Attempted to overcome 
the lack of support for 
suggestions of 
transferring services.
Promoted "working 
together".
New philosophy and 
jointly financed projects 
administered together.
1980 Hospital Services, 
Future Plan of 
Hospital Provision 
in England. DHSS, 
HMSO, London.
Dissolved:
-Central Health 
Services Council 
-Health Service Board
-Area Health 
Authorities and created 
192 District Health 
Authorities.
Local decision making. 
Simplicity. Planning 
committees pruned.
1981(a) Care in the 
Community. DHSS. 
HMSO, London.
More flexible use of 
resources.
Sharing of resources.
1981(b) Care in Action. A 
handbook of policies 
and priorities for the 
health and personal 
social services in 
England. DHSS, 
HMSO, London.
Broad spectrum of care 
including voluntary and 
private as well as 
statutory services.
A common challenge - 
best services within the 
limits of resources.
Ministerial dictate, "I 
want to see as close a 
collaboration as 
possible".
Identified priority groups 
and services.
1981 (c) Report of a joint 
working group of 
the Standing 
Medical Advisory 
Committee and the 
Standing Nursing, 
Midwifery Advisory 
Committee.
(Harding Report). 
HMSO, London.
Primary Health Care 
teams formed.
Emphasis on prevention 
and health education.
1983(a) NHS Management 
Enquiry. New 
central NHS Board 
and accountable 
General Managers. 
(Griffiths Report) 
HMSO, London.
To improve efficiency 
and value for money.
Management at key 
level of change. 
Clinician accountability.
1983 Care in the 
Community and 
Joint Finance. 
HC(86) (DHSS). 
HMSO, London.
Joint finance, direct 
payments from health 
authorities, time limits 
and tapering extended.
Community Care. 
Preventative medicine. 
Increased services for 
priority groups.
186
1984(a) Report of the 
Working Group on 
Collaboration 
Between Family 
Practitioner 
Committees and 
District Health 
Authorities. (DHSS) 
HMSO, London.
Rationalised of services 
and resources.
Identified areas of 
common interest and 
concern.
Formal arrangements 
and informal links by 
simplest means and at 
levels appropriate to 1 
functions.
Closer working 
partnerships to serve the 
interests of the 
community.
Encouraged co-operation 
and health promotion. 
Identified aims and 
principles of 
collaboration. Mutual 
understanding and 
respect for each others 
roles and responsibilities.
1984(b) Great Britain; 
Parliament; House 
of Commons; Social 
Services Committee 
Report on 
Community Care, 
with reference to the 
adult mentally ill 
and mentally 
handicapped. DHSS, 
HMSO, London.
Maintained present 
degree of integration 
between Social 
Services and other local 
authority services. 
Priority of NHS and 
local authority to 
mandatory services. 
Greater financial and 
policy autonomy.
Recognition that:
(i) Joint planning 
depends on acceptance 
that all involved are in 
the same business and
(ii) Realism comes 
through specifying 
priorities and phasing 
work.
Joint Consultative 
Committee to present 
reports to DHSS and 
Regional Health 
Authority.
1985 Health Authorities to 
contract out laundry 
and catering. DHSS, 
London.
Competition to push 
down costs.
Some financial savings. 
Higher quality services.
1986(a) Resource 
management and 
waiting initiatives in 
hospitals. DHSS 
London.
Improved information, 
technology and j 
decreased waiting. j
i,  f
Increased management 
skills of clinical leaders 
by 30%.
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1986(b) NHS Training 
Authority. DHSS, 
London.
To meet co-operate 
objectives.
Training.
1986(c) Progress in 
Partnership. (Report 
of Working Group 
on Joint Planning, 
Local Authority 
Association and 
National Association 
of Health 
Authorities).
DHSS, London.
Resources allocated 
and improved use.
Key appointments for 
programming, 
implementation and co­
ordination.
Balanced teams and no 
separate teams. 
Training in joint 
planning at all levels. 
Collaboration and 
consultation.
1986(d)
I
NHS Health Pickup 
Modules. DHSS 
London.
Dealt with health care 
issues.
Development of common 
learning packs/units.
1986(e) Collaboration 
between the NHS, 
local government, 
voluntary 
organisations and 
(DHSS).HMSO, 
London.
Followed government 
strategy to develop 
community- based 
services. Regional 
Health Authorities 
monitor, review and 
assess. Informal links 
between members and 
officers.
Annual report to 
Minister.
Joint planning.
Effective and 
economical. Meeting 
individual needs of each 
service-user.
Provided a consultation 
forum.
Provided leadership from 
Joint Consultative 
Committee.
1986(f) Primary Health 
Care; An agenda for 
discussion (DHSS) 
HMSO,
London. (Cmnd 
9771).
Allowed better use of 
resources.
Full potential of 
primary health care 
working realised.
Recognition of 
dependence of health 
care on co-operation 
recognised.
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1986(g) Neighbourhood 
Nursing : A Focus 
for Care. 
(Cumberledge 
Report) HMSO, 
London.
Formal agreements to 
define and to cater for 
local communities.
Comprehensive care 
programmes set up to 
meet local needs.
1987 (a) Promoting Better 
Health: The 
Government’s 
Proposals for 
Improving Primary 
Health Care HMSO, 
London. (Cmnd. 
249).
In time, led to an 
amalgamation of AHA 
& FPC health 
authorities and family 
practitioner 
committees. Co­
operative written 
agreements made.
Development of multi­
disciplinary services 
extending beyond the 
boundaries of the NHS. 
Prevention and health 
promotion. 
Improvements in co­
operation and teamwork. 
Multi-professional 
training in promoting 
teamwork and 
management of primary 
health care teams.
1987(b) Promoting Better 
Health. (The 
Trethowan Report) 
Standing Mental 
Health Advisory 
Committee. DHSS, 
HMSO, London.
Services responsive to 
consumer needs. 
Increased fair and open 
competition.
Consumer access to 
information.
Encouraged further 
effective collaboration 
between all relevant 
agencies. Reviewed 
collaboration and 
raised standards of care. 
Promoted health and 
prevented illnesses.
1988 Community C are: 
Agenda for Action. 
A Report to the 
Secretary of State by 
(Griffiths Report) 
HMSO, London.
Following this, the 
Prime Minister 
separated DHSS into 
Health and Social 
Services respectively.
Duplication of 
bureaucracy.
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1989(a) Working for Patients
DoH, HMSO, 
London.
(Cmnd.555).
Alarm about untested 
market reforms.
Increased efficiency and 
patient choice. Rewards 
for response to local 
needs.
1989(b) Caring for People: 
Community Care in 
the Next .Decade and 
Beyond DoH, 
HMSO, London. 
(Cmnd. 849).
Patients seen more 
holistically.
Multi-disciplinary 
practice encouraged.
1989(c) General Practice in 
the NHS: Anew 
contract. DoH, 
HMSO, London.
GP fundholding. 
Increased consumer 
and management 
accountability.
Increased shift from GP 
to practice. Attitude 
change to clinical 
freedom.
1990 NHS and 
Community Care 
Bill, Working for 
Patients and Caring 
for People DoH, 
HMSO, London.
Internal market, 
purchaser provider, 
split trusts.
FHS As/DHAs to 
balance needs of local 
population and 
stakeholder views to 
drive change.
Promotion of care in 
community rather than in 
hospitals.
Service turmoil, culture 
change
-increased accountability 
-increased efficiency.
1991 Patient’s Charter. 
Department of 
Health DoH, 
HMSO, London.
To focus on 
acceptability to 
consumer. 
Manipulation of 
waiting lists. 
Customer-friendly 
emphasis.
Emphasis on "customer" 
satisfaction.
1992 Health of the 
Nation: A Strategy 
for Health in 
England HMSO, 
London, (Cm 1986).
First national health 
strategy to focus on 
population health 
objectives.
Increased health 
promotion.
Re-emphasised public 
health and performance 
monitoring.
Performance monitoring 
beyond process 
measures.
1993 (a) Research For 
Health. DoH, 
HMSO, London.
R & D strategy and 
appointment of a 
director (NHS). To 
focus on effectiveness 
and application of 
research.
Research outcome to 
measure orientation.
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1993 (b) Vision For the 
Future: The Nursing, 
Midwifery, and 
Health Visiting 
Contribution to 
Health and Health 
Care. DoH, HMSO 
London.
Integration of primary 
and secondary care. 
Increased involvement 
in commissioning.
Decreased senior 
management in primary 
care.
Better joint working 
between DHA and 
FHSA.
1994(a) Managing the New 
NHS. Functions and 
responsibilities in 
the New NHS, DoH, 
HMSO London.
The Government 
announce their plans 
for another 
restructuring exercise.
RHAs reduced from 15 
to 8 (and abolished all 
together in 1996). Eight 
regional directors, DHA 
and FHSAs merge.
1994(b) Towards a Primary 
Care-led NHS. 
DoH, HMSO, 
London.
Promotion of a 
comprehensive primary 
care service of good 
quality and appropriate 
skills.
Power to be given to 
primary care, to shape 
range, mix, content and 
quality of services to 
meet collective and 
individual needs.
1996(a) The NHS: A Service 
With Ambitions. 
DoH, HMSO, 
London. (Cm 3425)
All skilled
professionals would be 
encouraged to work 
across boundaries.
Inter-professional team 
development. Working 
across the boundaries of 
health and social care.
1996(b) Primary Care, the 
Future: Choice and 
Opportunity.
DoH, HMSO, 
London.
Implications for all 
skilled professionals 
working in primary 
care/community care.
A vision of collaborative 
multi-disciplinary 
practice for primary care.
1997 The New NHS.
Modern;
Dependable.
DoH HMSO, 
London. (Cm 3807).
Primary care 
professionals working 
in partnership with the 
local authority. 
Develop clinical 
governance.
Develop primary care by 
joint working across 
practices, sharing skills.
Quality measures for 
joint working.
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1998 A First Class 
Service. Quality in 
the New NHS. DoH, 
HMSO, London.
High quality care.
Establishing the 
National Institute for 
Clinical Excellence 
(NICE).
Partnership for quality in 
the NHS.
Encouraging the sharing 
of ideas to help to ensure 
a modern NHS.
2000 A Health Service of 
All the Talents : 
Developing the NHS 
workforce. DoH, 
HMSO, London.
Promoted:
Team-working across 
professional and 
organisational 
boundaries.
Streamlining workforce 
planning and 
development which 
stems from the needs of 
patients not of 
professionals.
Doing away with 
barriers which say only 
doctors or nurses can 
provide particular types 
of care.
Proposed:
Greater integration.
More flexibility.
Better management 
ownership, clearer roles 
and responsibilities.
Improved training, 
education and regulation.
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APPENDIX B
APPENDIX B
A MODEL OF PLANNED CHANGE -  Schein (1985)
Stage 1
Stage2
Stage 3
Unfreezing: Creation of the motivation to change
Mechanisms: (i)
(ii)
(iii)
Changing:
Mechanisms (i)
Refreezing:
00
Mechanisms (i) 
©
Lack of confirmation or non-confirmation of 
present beliefs attitudes, values or behaviour
Induction of “guilt -  anxiety” by comparison of 
actual with ideal states.
Creation of psychological safety by the reduction 
of threats or removal of barriers to change.
Developing new beliefs, attitudes, values and 
behavior patterns on the basis of new 
information obtained and cognitive redefinition.
Identification with a particular source of 
information and redefinition through perceiving 
things as the source perceives them.
Scanning multiple sources of information and 
redefinition through new integration of 
information.
Stabilising and integrating new beliefs, attitudes, 
values and behaviour patterns into the rest of the 
system.
Integrating new responses into the total 
personality or culture.
Integrating new responses into ongoing 
significant relationships and into total social 
systems through reconfirmation by significant 
others.
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APPENDIX C
SEVEN JUMP MODEL
The premise of problem - based learning is that it provides a forum where individuals 
can bring their own expertise to help resolve a common problem.
Ideally, in this forum, there will at some point be a handing on of responsibility from 
one of the “experts” to another “expert”. This interaction will occur when one expert 
has given his/her advice and then recognises that another expert will be able to provide 
a different and perhaps greater contribution to the scenario.
In a health care scenario, “the experts” are members of the different individual 
professions and the problem tends to be one involving a service-user. An example of 
this would be a pregnant woman who is expecting her child in the next month and yet 
is also a single parent of an existing three year old with no parental support. The 
service-user in this scenario is the pregnant woman who would interact with her GP, 
midwife, the hospital team and the health visitors during her pregnancy. The woman 
would also interact with her GP, social worker and possibly even temporary foster 
parents for the care of her three year old child whilst she is hospitalised for the birth of 
her second child.
The simple “problem”, when looked at holistically, should involve dialogue between all 
the professional groups so that the service-user issues are seen as a whole, rather than 
two separate “problems”. The planning for the birth of the second child could 
incorporate issues pertaining to the welfare of the three year old at this time.
Whether “experts” or health care professionals are involved, a reality-based situation is 
the scene of the “problem”. The team would look at the problem -solving process as a 
whole, yet individuals may undertake self-directed learning to bring back to the team in 
order to address the reality-based situation. Tutorial and group-based support could 
be involved to help in either the self - directed process or the interaction during the 
problem - solving process. Throughout the whole of this process, the individuals 
would be expected to evaluate their own interaction, as well as how they set about 
resolving the problem.
Seven jumps have been identified by Silen (1991) to help in this problem - based 
learning process. These are to:-
1. clarify the terms and concepts of the problem which may not be readily 
comprehensible. This would involve a discussion amongst the team to identify 
exactly what the issues are and to clarify any terms which may not be familiar 
to all of the professionals/experts present.
2. define the problem. This would involve identifying the key issues which need to 
be addressed.
3. analyse the problem. This would involve looking at all aspects pertaining to the 
problem and the involvement of each of the professionals/experts.
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4. make a systematic inventory of the explanations inferred from number 3. This 
would involve a systematic listing of each of the aspects of the problem, 
possibly identifying the professionals/experts who should be involved at each 
stage.
5. formulate learning objectives. This would ensure that an ongoing evaluation of 
the problem is undertaken and that each of the professionals/experts evaluates 
their part in the problem-solving process.
6. collect additional information from outside the group. This relates to the self - 
directed learning process, where additional information may be required to 
enhance the professionals/experts knowledge.
7. synthesise and check the newly acquired information. This would involve the 
team reflecting on all the information gathered and applying it to the problem.
The following diagram demonstrates how the Problem-Based Learning approach can
be implemented in practice.
a) The “problem” is a situation which is based in reality .
b) The problem-solving approach uses the steps 1-5 identified above in the seven
jump model.
c) Self Directed Learning enables the student to access additional information as
jump 6 indicates.
d) All the jumps in the process but particularly jump 7 are discussed in the tutorial
group.
Evaluation
The tutorial support will ensure that the students not only address the “problem” but 
also evaluate the learning, which takes place both for the individuals and as a group.
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PROBLEM-BASED LEARNING 
Fundamental processes
E
V
A
L
U
A
T
I
O
N
(b) rob lem - /(a )  The Problem (c) Self-Directed
Reality- Based Learning P ro cess  
Jumps 1-5 \  Situation Jump 6
(d) Tutorial G ro u p  
All Jumps but 
particularly Jump 7
Problem-based learning 
The "Seven Jumps"
Jump no. I: Clarify terms and concepts not readily comprehensible 
Jump no. 2: Define the problem 
Jump no. 3: Analyse the problem
Jump no. 4: Make a systematic inventory o f the explanations inferred from  
jum p no. 3 
Jump no. 5: Formulate learning objectives 
Jump no. 6: Collect additional information from  outside the group 
Jump no. 7: Synthesise and check the new ly acquired information
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THE RUSSIAN DOLL
In reviewing the curricula of existing pre-registration programmes, with a view to 
encouraging the sharing of curricula between the students involved on these 
programmes, many institutions have initially identified a core curriculum. The idea of 
a core curriculum is controversial, due to the disparate nature of the health professions, 
the multitude of programmes, and accreditation and regulation requirements. A core 
curriculum can, however, streamline the education and allow greater articulation, 
improve access for the under-represented minorities of the profession, and promote 
interprofessional and multi-skills training. Furthermore, an analysis of common 
elements reveals considerable overlap among the existing core curriculum.
The term core curriculum, refers to common curriculum areas of study that can be 
identified on most of the professional courses. These include Anatomy and Physiology, 
Health and Safety, Professional Conduct, Research Methods, etc, etc. Many 
programmes have been presented with core curriculum to be undertaken during the 
first year of the programme, so allowing a common foundation from which each of the 
professions can develop. A further advantage of this would mean that once they have 
gained an insight into each others professional roles, students could choose, at the end 
of the first year, which profession was the most appropriate for them to study. 
However, due to the amount of profession-specific areas of the curriculum and the 
clinical practice which is necessary for such a programme, a common foundation such 
as this, would mean that the course would need to be extended from a three to a four 
year programme. At the moment, this is not seen to be an option, due to the financial 
implications of running an additional year.
An alternative way in which the core curriculum could be taught, would be to bring the 
students together at various points throughout their programme, specifically to teach 
the common curriculum areas of study.
Majoor (1991) outlines how the core curriculum can be broken down into three main 
areas
i) elements which are specific to the individual profession.
ii) common curriculum - which includes areas of study such as Anatomy and 
Physiology, Research Methods, Management, Education and Independent 
Studies.
iii) elements of Professional Practice -  i.e problem-based activities, common 
clinical scenarios, etc.
The concept of the Russian Doll has developed in higher professional education. This 
is where the three sets of curriculum areas identified above are studied and developed 
simultaneously in relation to each other, and where the development of the 
profession-specific curriculum areas provides a relevant and realistic context for the 
study of the basic sciences and the development of generally applicable professional
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competencies. In the following model therefore, the common curriculum areas would 
in this analogy be the innermost doll. The elements of professional practice (Joint 
Professional Areas) would be the second doll and the elements specific to the 
individual professions would be the outer-most doll.
Each term, therefore, throughout the course, students would study together areas of 
the first common curriculum and the second joint professional area, and would study in 
their specific individual professional groups those aspects which were profession- 
specific. This model has the advantage of the students coming together at various 
points throughout their programme and learning more about each other’s professional 
areas as they study alongside each other. This therefore encourages the student to 
consider further what their own profession offers to the “service-user” and how a 
relationship between their own profession and other professions would best serve the 
service-user’s needs.
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The Russian Doll concept of higher professional education, where three 
sets of competencies are studied and developed simultaneously in relation 
to  each other; and where the development of profession - specific 
competencies provides the relevant and realistic context for the study of 
the basic sciences and the development of generally applicable 
professional competencies.
Term 3
Term
Term
APPENDIX E
APPENDIX E STUDENT QUESTIONNAIRE
You are asked to complete the following questionnaire with regard to aspects of your 
course which are shared with students studying for a different professional 
qualification.
Please tick the appropriate box(es).
BACKGROUND INFORMATION
la Please indicate the professional qualification for which you are studying:
Diagnostic Radiography []
Therapeutic Radiography 
Occupational Therapy (full-time)
□
□
Occupational Therapy (part-time) D
lb  Please indicate which year of study you are undertaking:
First D
Second D
Third □
Fourth []
lc  With which other health care groups are you taught?
Diagnostic Radiography
Therapeutic Radiography g
Occupational Therapy (full-time) D
Occupational Therapy (part-time) □
2. Which subjects are taught in a Shared/Interprofessional setting?
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*  The Occupational Therapy Programme
YEAR I
Profession Related Practice
Occupational Therapy Professional Studies
Behavioural Sciences
Anatomy and Physiology
Clinical Sciences
Creative Use of Self
Fieldwork Education
YEAR n
Research Methods
Occupational Therapy and the Individual 
Theoretical Frameworks 
Fieldwork Education 2 
Therapeutic Activity
The Practice of Occupational Therapy 1 j
Management and Social Policy I
YEAR III
Fieldwork Education 3 []
Occupation - The Relationship Between Health and Lifestyle []
Groups and Group Processes []
Human Performance and the Environment g
Critical Issues g
Independent Study j-j
Skills and Media D
Management in Health & Community Studies []
The Therapeutic Radiography Programme 
YEAR I
Health Studies |~j
Oncology (Principles of) j~j
Physical Science []
Biological Science []
Radiotherapy Physics []
Clinical Education []
2 0 2
YEARH
Health Studies
Oncology (Clinical Applications of) 
Research Methods 
Physical Science 
Biological Science 
Clinical Education
YEAR III
Health Studies
Oncology and Radiation Technology 
Physical Science and Technology 
Project
Clinical Education
The Diagnostic Radiography Programme 
YEAR I
Radiographic Physics
Structural and Functional Anatomy
Diagnostic Radiographic Anatomy & Arthrology
Profession Related Practice
Radiation Protection
Radiographic Studies I
YEAR n
Radiographic Studies II 
Management and Social Policy 
Research Methods
Physiological Mechanisms in Health & Disease 
YEAR III
Professional Practice in Imaging 
Critical Issues in Diagnostic Radiography 
Management in Health & Community Care 
Practice Based Module
3. Shared sessions can be delivered in a variety of ways, 
sessions in which you were involved.
a. Joint lecture programme
b. Small inter-professional group project work
c. Visits to other departments
d. Computerised packages
e. Problem based learning
f. Other - please specify
ATTITUDES INTERPROFESSIONAL/SHARED LEARNING
4. In these teaching sessions do you feel there is a predominance of one professional 
group?
YES □
NO □
If yes, which group is it and why do you think it happens?
Please tick the shared
□
□
□
□
□
0
2 0 5
5. Here are some popular statements/concepts often applied to 
Interprofessional/shared practice/learning. How far do you agree with 
them?
Concepts Strongly Agree Agree Disagree Strongly
Disagree
a. Inter-professional 
learning can only 
involve joint lectures
b. Inter-professional 
practice involves 
professionals working 
together in a team 
with a doctor as the 
leader.
c. Inter-professional 
practice looks at the 
patient as a person 
rather than as 
someone with a 
specific health 
problem
d. Inter-professional 
practice is a group of 
people coming 
together to solve a 
particular problem
e. Inter-professional 
learning can only take 
place in the 
classroom
f. Clinical practice 
should be shared with 
students studying 
other courses
g. Inter-professional 
learning takes too 
much time out from 
the main course 
programme
2 0 6
6. Here are some issues which might be thought appropriate for inclusion in a 
shared module. How important would you consider these to be?
Curriculum Issues Strongly
Agree
Agree Disagree Strongly
Disagree
a. Life and Death Issues: abortion, 
euthanasia, bereavement j
b. Professional Ethics i
c. Privacy and Informed Consent
d. Understanding the Roles of Various 
Professions 1
e. Quality of Patient Care
f. Substance Abuse
g. Communication
7. Please give as many examples as possible of clinical activities which involved you 
in an inter-professional setting and in each case state which other professional 
group/s were involved.
a) Example i
b) Other Professional Groups
2 0 7
8. Inter-professional/Shared Learning is a fairly new development in most health 
care professionals educational programmes. How strongly would you 
agree/disagree with the importance of the following statements?
Statement Strongly
Agree
Agree Disagree Strongly
Disagree
a. Courses in inter-professional 
awareness should have high priority in 
professional programmes
b. Societal values do significantly 
influence the role of the professions in 
society.
c. An inter-professional approach does not 
necessarily improve patient care.
d. The Professional Bodies should take a 
lead role in promoting inter-professional 
activities
f. Professional educators should attempt 
to deal with the ethical issues of their 
profession.
g. The clinical education component of 
the programme should include inter­
professional interaction.
h. Inter-professional co-operation can 
significantly promote communication and 
understanding among professionals.
i. Most professionals need training in 
group dynamics before inter-professional 
involvement.
2 0 8
The following attitudinal statements relate to specific aspects of your shared learning experience. How far do you agree withC\ £oJ3
Strongly
Disagree
B) CURRICULUM ASPECTS
oW)
<r>5Agree
A) SOCIAL ASPECTS OE THE COURSE
Strongly
Agree
so£VctC/3
I don't think the other group really wanted to be with us
I feel we need to get to know people in our own professional 
group better before sharing sessions with another group
I am pleased we don’t have all of our sessions with students from 
the other professions
I look forward to learning with the other professional groups
I enjoy socialising with the other groups of students
.
I wish all of the sessions could be shared with other students
I think we should share the clinical sessions as well
ii
I would rather my tutor just tell me what I need to know
I feel we are being taught things which are not relevant to us
I feel we should have more sessions with the other professions 
tutors
I didn't think the assessment related to my profession
2 0 9
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Cost Effectiveness
10. Some people believe that shared learning has been introduced into courses to
a) make the courses cheaper Agree [] Disagree []
Please give reason(s) for your choice
b) help the professionals to 
be more cost effective in practice
Please give reason(s) for your choice
11. Please add any personal comments derived from your experience of using shared 
learning techniques/ approaches.
Agree [] Disagree []
THANK YOU FOR HELPING BY COMPLETING THIS QUESTIONNAIRE
PLEASE NOW RETURN TO
Dawn Forman 
School o f  Health and Community Studies 
UNIVERSITY OF DERBY 
MICKLEOVER 
DERBYDE3 5G X
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QUESTION 7 a - Please give as many examples as possible of clinical activities which involved you in an interprofessional 
setting.
7b - State which professional groups were involved.
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